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CLINICAL MANIFESTATIONS OF TEMPORAL LOBE EPILEPSY AND 
THEIR RECOGNITION IN RELATION TO SURGICAL TREATMENT* 


BY 


MURRAY A. FALCONER, M.Ch., F.R.C.S., F.R.A.C.S. 
Director, Guy’s-Maudsley Neurosurgical Unit, London 


“ Before leaving this part of my subject, I remark, 
by way of recapitulation, that he who neglects the 
‘dreamy state’ because it is indefinite and ‘ merely 
curious ’ and such symptoms as chewing, etc., move- 
ments, and apparent alterations in the size and 
distance of external objects, because they seem 
trifling things, may not even surmise that his patient 
has the serious disease of epilepsy in a rudimentary 
form, until a severe fit comes to tell him so.”— 


HUGHLINGS JACKSON, 1888. 


The father of clinical neurology, when he wrote these 
lines, implied that the symptoms related above arose 
within the “temporo-sphenoidal” lobe. Even to-day 
our knowledge of this subject is very incomplete. We 
know, of course, that epilepsy is not a disease of itself, 
but a symptom of some underlying cerebral lesion. 
Jackson’s definition of epilepsy as “ occasional, sudden, 
excessive, rapid, and local discharges of grey matter” 
still holds good. These discharges may be initiated 
by a wide range of lesions, some of which, such as 
tumours, abscesses, scars, and vascular malformations, 
are macroscopic and tangible, but others, such as areas 
of focal atrophy or gliosis, may only be detectable micro- 
scopically. The form that an epileptic attack takes de- 
pends not so much upon the pathological nature of the 
lesion as upon its site, and upon the violence of the 
neuronal discharges in the neighbourhood of the lesion 
and the extent of their spread to the rest of the brain. 
If wé can recognize in any epileptic attack that it 
arose in a particular region, then, no matter how severe 
or how complex are its manifestations, we can speak of 
that attack as being a focal epilepsy. Further, if the 
attacks should also prove disabling and refractory to 
medicinal treatment, we may have to consider a stirgical 
attack upon the epileptogenic area and weigh up the 
prospects of success. The clue to the focal character 
of any attack is often afforded by an analysis of the 
initial clinical phenomena (the aura), but generally this 
has to be followed up by more complex neurological, 
radiological, or electrophysiological studies. And to-day 
with increasing experience and knowledge we are able 
to recognize that the majority of patients with epilepsy 
have attacks that are focal in origin and hence should 
be regarded as symptomatic rather than idiopathic. 
One well-recognized group which can be taken as the 
prototype of the focal epilepsies are the Jacksonian 
motor or sensory seizures associated with lesions around 
the central fissure. These seizures are characterized by 
the sudden appearance of either an actual movement or 


wane clinical lecture delivered at Guy’s Hospital on December 21, 





a somatic sensation in one part of the body, generally 
in the face, the fingers, or the foot. In the confused and 
traditional terminology of epilepsy such initial pheno- 
mena are often described as an “aura,” or warning. 
The aura, however, is not a premonition but the first 
manifestation of the actual “ictus” or neuronal dis- 
charge. The form of the aura depends primarily upon 
the site of the epileptogenic focus, lesions of the pre- 
central region generally giving rise initially to motor 
phenomena, and of the post-central region to sensory 
phenomena. 

As regards séverity we may distinguish two grades of 
seizure, termed respectively minor and major Jacksonian 
attacks, each of which has several subvarieties. In the 
minor attacks there is no loss of consciousness, and the 
epileptic manifestations may remain confined for a few 
seconds or minutes to the part of the body where they 
appeared, or they may spread to a limited extent into 
adjacent parts of the limb or trunk. Similarly, an attack 
which began with motor phenomena may be followed 
by sensory phenomena, and vice versa, due to the epilep- 
tic discharge passing across the central fissure. In the 
major Jacksonian seizures the same focal phenomena 
occur at the onset but the epileptic discharge spreads 
rapidly and widely throughout the brain, quickly result- 
ing in generalized convulsive movements and in loss of 
consciousness—a grand mal seizure. Then, following 
the period of convulsive movements there is often a 
period of post-ictal confusion before full consciousness 
is regained, and there may also be a transient paresis of 
the part which was affected by the convulsion (Todd’s 
palsy). 

The temporal lobe epilepsies are another group of 
focal epilepsies which are even more frequent and of 
much greater social and economic importance. Accord- 
ing to various electroencephalographers (Bailey and 
Gibbs, 1951; Lennox, 1951) they probably account 
for between a quarter and a third of all epilepsy. These 
are also particularly liable to be associated with per- 
sonality and even psychotic disorders (Lennox, 1951 ; 
Gastaut, 1953 ; Hill, 1953 ; Liddell, 1953). Furthermore, 
they are often intractable to medicinal therapy, and 
consequently surgical intervention may be called for. 
In the Guy’s—Maudsley Neurosurgical Unit we are find- 
ing that these intractable cases are often benefited by 
excision of the affected temporal lobe (Hill, 1953; 
Falconer, 1953; Pampiglione, 1953). Consequently I 


shall describe the sort of symptoms which these patients 

show and indicate very briefly the lines upon which the 

neurological and neurosurgical investigation proceeds. 
4894 

















940 Oct. 23, 1954 


TEMPORAL LOBE EPILEPSY 





Bririse 
MEeEpDIcAL JOURNAL 





Anatomy and Physiology 

Firstly, let us consider some general points. The tem- 
poral lobe is of course that part of each cerebral hemi- 
sphere which lies below the Sylvian fissure and which 
contains the descending horn of the lateral ventricle. It 
includes also those intriguing and highly specialized struc- 
tures—the hippocampus (Ammon’s horn), the amygdala 
(amygdaloid complex), and the uncus. Anteriorly, 
medially, and superiorly the lobe has well-defined boun- 
daries, although through these it has intimate connexions 
with the insula and with the inferior frontal region, 
which lie adjacent to it, as well as more tenuous con- 
nexions with the hypothalamus. Posteriorly, however, 
the temporal lobe continues into the occipital lobe with- 
out any structural demarcation. 


Our knowledge of the functions of the temporal lobe 
is still fragmentary. It is based upon observations of the 
effects of focal injury or disease, and of the responses 
elicited at operation in conscious patients by electrical 
stimulation, correlated with those of animal experimen- 
tation. The present state of our knowledge can be 
summarized as follows: 


1. The superior temporal convolutions on each side con- 
tain the primary cortical centres for hearing (Heschl, 1878), 
while equilibratory responses can also be obtained on 
stimulation of this same region (Penfield and Rasmussen, 
1950). 

2. The uncus and part of the amygdaloid complex are 
concerned with olfactory and gustatory sensibility (Meyer 
and Allison, 1949 ; Penfield and Rasmussen, 1950). 

3. The insula and Sylvian region generally are concerned 
with sensibility in the alimentary tract (Penfield and Ras- 
mussen, 1950). 

4, The hippocampus and amygdala as part of the “ vis- 
ceral brain” are concerned with the control of the auto- 
nomic nervous system, and are integrated with the cortical 
autonomic mechanisms which control behaviour (Papez, 
1937 ; Fulton, 1951). Certainly stimulation of those struc- 
tures in unanaesthetized animals produces marked be- 
havioural changes (Kaada, Jansen, and Andersen, 1953). 

5. The temporal lobe as a whole is concerned with 
memory mechanisms, and with judgments and assessments 
of current experience based on memory. Penfield (1952) has 
found at operation in some conscious patients that the 
application of the stimulating electrode to certain points 
over a wide extent of the temporal cortex will evoke patches 
of memory involving both vision and sound. Such recollec- 
tions are vivid and familiar, and often relate to a connected 
sequence of events. They vary in complexity, from merely a 
sense of “something” that had “ happened before” to an 
elaborate theme, as, for example, the recollection of a song, 
a piece of music, or conversation, or a scene or sequence 
of scenes. These experiences can be duplicated by repeated 
stimulation of the same point, no matter whether the patient 
decides to focus his attention upon it or not, and the patient 
feels again the same emotion as at the time of the original 
experience. It is, however, not certain whether these 
responses are the direct positive effect of stimulating neu- 
rones adjacent to the electrode or whether they arise in other 
neurones released from the control of the ones more directly 
involved by the stimulation. 


The Clinical Contents of Temporal Lobe Seizures 


Against this background we can consider many of the 
phenomena of temporal lobe epilepsy. Just as Jacksonian 


attacks vary in severity and complexity, so do temporal lobe’ 


seizures even in the same patient. As with Jacksonian 
epilepsy, the factors are: (a) the situation of the epileptic 
focus within the temporal lobe ; and (5) the violence of the 
local epileptic discharge and the extent to which it spreads 
not only within the temporal lobe but to other regions of 
the brain. 


The Auras of Temporal Lobe Epilepsy ; 
These are determined primarily by the situation of the 
focus and the extent of the local epileptic discharge within 
the temporal lobe. They consist of various sensory or 
affective phenomena, and although to a bystander they are 
sometimes accompanied by motor phenomena, like chewing 
or other semipurposive movements, subsequently the patient 
usually remembers only his sensory experiences. Conse- 
quently we shall now consider these sensory auras separately 
from the forms which the attacks may take. These sensory 
and affective phenomena can be classified into four main 
groups, and some phenomena from each group may be 
experienced by any one patient. 


1. Crude Hallucinatory Phenomena 

These are concerned with those primary sensations which 
are represented within the temporal region. A very common 
one is an epigastric sensation which may be likened to “ the 
stomach turning over” or some similar feeling. Sometimes 
the sensation may be situated instead in the lower chest 
or even in the umbilical and rectal regions. A common 
sequence, however, is for the epigastric sensation to rise 
up quickly to the throat, where a choking feeling ensues. 
The alimentary representation in the insular and Sylvian 
regions is presumably concerned with these auras. 

Another common aura is a sudden crude sensation of 
smell or taste, generally of an unpleasant character. Possibly 
such sensations arise within the uncus and amygdala. 


A third common set of auras is concerned with hearing 
and equilibrium. The patient suddenly experiences a roar- 
ing, rushing, or ringing noise, or has a sudden disturbance 
of balance, often of a vertiginous character. Probably the 
superior temporal convolution is involved here. 


Crude visual hallucinations (as opposed to organized 
hallucinations) may occur with temporal lobe lesions, but are 
rather more frequent with occipital lesions, possibly because 
the primary visual association centres are in the occipital 
lobe. 


Case 1: Epigastric and Throat Sensation with Occasional Smell 
and Visual Hallucinations Due to an Angioma.—A 1T-year-old 
youth, referred by Dr. D. Hill, had for six years experienced 
frequent attacks in which he would suddenly sit down and stare 
into space in a bewildered fashion for a few minutes. In other 
and more severe attacks he would exhibit generalized clonic 
movements of all limbs. The patient said that just before losing 
consciousness he usually noticed a choking feeling in his throat, 
and that this was sometimes preceded by a turning feeling in his 
epigastrium. Sometimes he also saw black circles and dots 
dancing in front of his eyes, and on yet other occasions he had 
experienced a smell of burning oil. Carotid arteriography re- 
vealed a large arteriovenous malformation over the convexity of 
the right temporal lobe. This was excised at operation, and in 
the two and a half years which have elapsed since then he has 
had only an infrequent and mild seizure. 


2. Emotional Phenomena 

In a few patients a sudden change of mood such as fear, 
anger, bewilderment, or pleasure may signal the onset of a 
seizure, and may even be the only aura discernible. It is 
interesting that a possible comparable disturbance of mood 
can be evoked in experimental animals by stimulation or 
ablation of the hippocampus or amygdala (Kaada ef al., 
1953). 


Case 2: A Sudden Emotion as the Presenting Symptom.—A 
48-year-old man, referred by Dr. Bruce Pearson, suddenly one 
day looked scared and distressed for a few minutes, and then 
regained his composure. There had been no prior disturbance. 
His explanation was: “I felt as if a bomb was going to drop.” 
A similar episode occurred a day or so later. Then within a 
week he had developed listlessness and headache, and a month 
later was admitted with the typical symptoms of a malignant 
glioma in the left temporal lobe. 


3. Hallucinatory Phenomena Based on Memory Mechanisms 

Here we have what Hughlings Jackson described as the 
“dreamy state.” In its simplest form the patient may 
experience a sudden feeling of familiarity with his 
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surroundings, or, conversely, of sudden unreality or strange- 
ness. In his reverie he may have perceptual illusions, so 
that surrounding objects seem small and receding (micropsia) 
or unduly large and near (macropsia). Sounds similarly may 
appear unduly loud or unduly remote. 

In a more elaborate dreamy state the patient may suddenly 
feel that he is taking part in or witnessing a scene in which 
he has taken part before—déjd vu phenomena. In another 
variant his hallucinatory experiences at the time appear to 


* be rich, vivid, and complex, but somehow he cannot quite 


recall them afterwards. In yet another variant some sudden 
idea, thought, or word which has associations from the past 
may act as the trigger. Presumably some cases of so-called 
reflex epilepsy are examples of temporal lobe epilepsy. 


Case 3: Instance of Reflex Epilepsy Associated with a Focal 
Lobe Atrophy.—A man aged 38, referred by Drs. R. W. Tibbetts 
and D. Hill, had since boyhood been subject to frequent amnesic 
epileptic attacks which were usually induced by the sight, either 
accidental or deliberate, of a safety-pin. This article had appar- 
ently become a symbol around which the patient had centred 
much conscious and subconscious psychosexual fantasy, and these 
attacks had replaced his normal sexual outlets. Neurological and 
radiological investigations did not show any abnormality, but the 
E.E.G. disclosed a spike-discharging focus in the left anterior 
temporal region. A left temporal lobectomy, including the uncus 
and hippocampus, was performed, and in the nine months which 
have elapsed since then the patient has been free of seizures for 
the first time in his life, and has been leading a normal hetero- 
sexual life. Definite focal atrophic changes have been found 
microscopically in the resected specimen. This case will be pub- 
lished in full later. 


In the most elaborate dreamy states the patient experi- 
ences some panoramic memory of the past. Associated with 
this memory he relives the same emotions as presumably 
afflicted him on the original occasion. Kinnier Wilson (1928) 
has remarked that similar panoramic memory is experienced 
by some victims of drowning during the period when they 
are submerged. It is therefore not peculiar to epilepsy. 
Hughlings Jackson and Kinnier Wilson both felt that these 
memories were a release phenomenon resulting from paralysis 
of higher centres by the ictus, and the same explanation 
may possibly account for the similar panoramic memories 
which, as remarked earlier, Penfield (1952) has produced 
by electrical stimulation of the brain. 


Case 4: Panoramic Memory Associated with Sclerosis of the 
Hippocampus.—A 49-year-old man, referred by Dr. D. L. Davies, 
had 10 years before, while serving in the R.A.F., witnessed an 
aeroplane crash and catch fire. He ran forward to help rescue 
the pilot and co-pilot, but was ordered back because of the risk 
of exploding bombs. Within a year he began to have frequent 
epileptic attacks, which usually began with a sudden vision of the 
cockpit of a burning plane. He could see two figures struggling 
inside it. Simultaneously he had a peculiar feeling in his epi- 
gastrium and at times he also experienced a pungent smell of 
burning. Next moment he would lose consciousness, in some 
attacks exhibiting swallowing movement with semipurposive 
movements of the limbs, and in other attacks exhibiting grand 
mal convulsions. Between attacks, whenever he talked about 
air crashes, or he heard them mentioned, he became emotional, 
and occasionally attacks had actually been induced by this sort 
of talk. The E.E.G. showed a spike discharge in the left anterior 
temporal region. A left anterior temporal lobectomy, including 
the uncus and hippocampus, was performed, the hippocampus 
showing macroscopic sclerosis. In the year that has elapsed since 
then he has been free of attacks (except for one very minor 
seizure), and he can now discuss aircraft crashes rationally and 
without any particular emotion. 


4. Auras Arising from Adjacent Regions of the Brain 


Sometimes, before he loses consciousness, a patient with a 
lesion of the temporal lobe will exhibit symptoms which 
indicate that the epileptic discharging process has already 
spread into adjacent regions of the brain. For instance, it 
is not uncommon for a patient to show either twitching 
movements or a numbness of one side of the face or body 
Suggesting involvement of the sensorimotor areas above the 
Sylvian fissure (cf. Case 5). Again, when the dominant hemi- 
sphere is involved the patient may remark on aphasic diffi- 


culties occurring with the onset of the ictus. These pheno- 
mena, however, are always associated with other and more 
characteristic auras. 

Comments . 

The eliciting of these auras often requires patience, tact, 
sympathy, and perseverance on the part of the examiner. 
Some relative or close friend must always be interrogated 
to corroborate the patient’s story and to fill in the gaps. 
Some patients are reluctant to discuss their sensations lest 
they be accused of describing something which is unbeliev- 
able. If attacks continue over many years the aura may 
change, usually from the more elaborate to a simpler form, 
and the patient may forget elements of his aura and even 
deny that he had once described them (Hill and Mitchell, 
1953). Sometimes the aura may change to a different pat- 
tern, suggesting that the attacks originate from different 
points around the reriphery of the lesion. This is quite 
common with tumours, but it can occur with other large 
structural lesions. Occasionally following an attack a patient 
may not recall having experienced any aura, although at 
the time he may have actually complained of one, or his 
actions suggested that one was present. Instances of these 
difficulties are illustrated by the following cases. 


Case 5: Changing Aura with « Tumour; Crude Hallucinatory 
Phenomena with Crude Somatic Sensation—A 59-year-old 
woman, referred by Sir Charles Symonds, had had her first 
seizure seven years before, but subsequently she could not 
remember this, as well as five further seizures in the first year. 
Yet at the onset of each attack she had complained to her 
husband of a sudden “ far-away feeling” before she went into 
a daze. [hen one day she suddenly complained of a peculiar 
nasty smell which nobody else noticed, and which lasted a few 
minutes; there was no loss of consciousness, and subsequently no 
further attacks of this sort occurred. Next she started complain- 
ing of attacks which would be initiated by a sudden buzzing 
noise in her ears, and sometimes also by streaks of light in front 
of her eyes. Sometimes these sensations would last an hour, and 
then disappear without consciousness having been lost. On other 
occasions they were quickly followed by a major convulsive 
attack. Once, five years ago, while out walking, she must have 
had some mental aberration, for an hour later she found herself 
sitting on a grassy bank on an unaccustomed course two miles in 
the opposite direction to that intended. More recently, the aura 
of tinnitus at the beginning of her attacks was also associated 
with a tingling sensation in the fingers of the left hand, and with 
numbness and weakness of the left leg. There had never been 
any symptoms of raised intracranial pressure, and the neuro- 
logical examination was negative. The E.E.G. and the radio- 
logical studies, however, indicated a right temporal tumour, and 
at operation a large meningioma growing from the tentorium 
into the inferior surface of the temporal lobe was removed. 
There have been no epileptic phenomena in the nine months 
which have elapsed since operation. 

Case 6: Differing Auras with a Porencephaly; Elements of 
Déja Vu, Dreams, Vertigo, and Visual Hallucinations.—A gir! 
aged 14, referred by Sir Charles Symonds, had since the age of 7 
been subject to attacks in which suddenly all that was happening 
around her seemed strangely familiar, and she felt she had seen 
and heard it all before. Such attacks lasted one to three minutes, 
and recurred several times weekly. In some of them she had 
the horrible feeling that someone was going to be murdered, and 
in a few that she herself was the victim. She did not, however, 
lose consciousness in these attacks. From the age of 10 on- 
wards she also experienced a second type of attack in which she 
would suddenly feel herself spinning to the right, and would 
then lose consciousness. Occasionally in these attacks she would 
also see a red or orange light above and to her left side. More 
recently, she had had yet a third type of attack, in which she said 
she could not. see, and appeared to be dazed for a few minutes. 
Neurological examination was negative, but air encephalography 
disclosed a small porencephalic cyst in the right inferior temporal 
region communicating with the temporal horn. At operation its 
margins were excised. In the 15 months which have elapsed since 
then she has had no further attacks. 

Case 7: Retrograde Amnesia for Attacks Due to an Obscure 
Lesion.—A 48-year-old woman, referred by Dr. A. H. Douth- 
waite, for a year had suffered from nocturnal seizures in which 
she would sit up and wave her hands around in semipurposive 
fashion for a few minutes, not understanding or responding when 
spoken to. This would be followed by a period of confusion 
lasting an hour or more in which, she would reply, but not 
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sensibly. Sometimes during these episodes she was incontinent 
of urine. Once she actually woke her husband up to warn him 
that a “turn” was about to begin, but next morning she could 
not remember this. ‘Her only recollection of any of these attacks 
was that sometimes on waking in the morning she would recall 
having experienced a nasty smell during the night. As a tumour 
was suspected because of some bony thickening of one sphen- 
oidal ridge and a slow-wave focus in the E.E.G., she was sub- 
mitted to a left lateral craniotomy, even though the neurological 
and encephalographic studies were negative. The temporal pole 
and superior temporal convolution seemed congested, and electro- 
corticography suggested a lesion here. A left temporal lobectomy 
was then performed, and subsequently an unusual glial change 
suggestive of a small infarct was observed microscopically (Pro- 
fessor A. Meyer). There was no tumour. The patient subse- 
quently has been free of fits. 


Forms of Temporal Lobe Seizures 


From the case histories which have been cited to illustrate 
the variability and diversity of the aura phenomena it can 
be seen that the form of the seizure subsequent to the aura 
also varies, presumably according to the speed and extent 
with which the neuronal discharge spreads frcm the tem- 
poral lobe to other parts of the brain. Indeed, three main 
grades of seizires can be recognized: (1) minor seizures 
without loss of consciousness ; (2) amnesic attacks without 
convulsions ; and (3) major convulsive seizures. 


1. Minor Seizures 


These usually consist only of a sudden and transient 
appearance of the sensory aura, and are the counterpart of 
the minor Jacksonian attack. In the simplest form of seizure 
the experience may be entirely subjective, and may last from 
one or two seconds to a few minutes without bystanders 
being aware of any disturbance. At other times the patient 
may appear pale or flushed and may seem unduly quiet, 
but he quickly regains his composure. In these minor 
seizures the epileptic discharge remains confined to the 
temporal lobe, or at least to one hemisphere (Hill, 1949). 
Occasionally an aura such as a smell sensation, an epigastric 
sensation, or a tinnitus (cf. Case 5) may persist or recur 
frequently for hours or even days without loss of conscious- 
ness occurring: there is probably an analogy here to 
epilepsia partialis continua. 


2. Amnesic Attacks Without Convulsions 


In this group of seizures there is dazing accompanied by 
confused or semipurposive behaviour but not by generalized 
convulsions. It is this type of seizure which has stimulated 
interest in temporal lobe epilepsy, for these seizures have no 
obvious counterpart in the Jacksonian epilepsies, occupying 
as they do a position which is an intermediate equivalent 
between the minor and major Jacksonian seizures. They 
may begin with any of the auras which have been listed, 
but in any particular patient the aura or auras are mostly 
similar to those experienced in the minor attacks. The 
sensory aura is quickly followed by transient dazing or even 
by loss of consciousness, and during this period the patient 
indulges in motor activities which appear to be the motor 
concomitants of this sensory experience. The ictus proper 
may last from a few seconds to a few minutes. It is then 
often followed by a period of confusion, which may be short, 
but which may persist for an hour or more ; and during this 
period the patient may engage in activities that are purposive 
but inappropriate and apparently an expression of his con- 
fusion. The E.E.G. at the onset of these amnesic seizures 
usually shows a suppression of electrical activity over both 
hemispheres for a few seconds, followed by more or less 
symmetrical and rhythmical bilateral 6-8 c.p.s. waves which 
increase in amplitude but slow in rate as the seizure pro- 
ceeds to give place to irregular aetivity during the period of 
confusion (Gibbs, Gibbs, and Fuster, 1948; Hill, 1949; 
Jasper, Pertuisset and Flanigin, 1951). Prior to the seizure 
the epileptic focus in the affected temporal lobe has usually 
been firing frequently. 

Once the patient regains consciousness all that he may 
remember of the fit and of the confused period is the sen- 


sory experience which ushered it in. He seldom realizes that 
there were also motor phenomena. Sometimes he cannot 
recall how his attacks began, even although at the onset he 
may have spoken to a bystander to tell him that an attack 
had started (cf. Cases 5 and 7). Occasionally he may not 
even realize that he has had an attack, especially if the 
attack occurred by night. In both circumstances the sensory 
aura and its nature can often be inferred from the motor 
phenomena. Another characteristic of the temporal lobe 


epilepsies is that they are often sleep-sensitive : the attacks . 


tend to occur as the patient is relaxing, dozing, or sleeping, 
and the existence of the attacks may be known only because 
a spouse or other person happened to be in the room at 
the right time (cf. Case 7). Indeed, it would appear that 
of all the epilepsies temporal epilepsy is the one most likely 
to be associated with nocturnal seizures. 

To a bystander, therefore, it is the motor phenomena 
which characterize these amnesic seizures. In the simpler 
seizures the patient may merely appear dazed and pale, and 
he is usually not responsive to a verbal inquiry. This is the 
ictal period, and it may last a few seconds or a few minutes. 
During it the patient may even carry on with what he is 
doing, such as playing the piano or driving a car. His 
performance may seem without fault, or he may betray 
himself by ignoring the traffic lights (cf. Case 5, in which 
the patient walked in the wrong direction). These co- 
ordinated and purposeful movements are continued during 
the post-ictal confusional period. Hughlings Jackson (1875) 
put it more clearly when he said, “. . . if a slight fit occurs 
while the patient is already employed in something which 
is largely automatic, as, for example, playing a well-practised 
tune, he may go on doing that automatic thing. . . . The 
automatic action had, so to speak, possession of the mind, 
and consciousness was not concerned in it before the par- 
oxysm occurred. Everyone has seen a person play a simple, 
well-learned tune when talking of something else; a tran- 
sitory lack of consciousness might not interfere with his 
performance.” A similar continuance of automatic actions 
can occur with others forms of focal epilepsy—for example, 
frontal. 

In other seizures motor phenomena of a more character- 
istic kind are seen, and among these may be instanced 
chewing, sucking, or swallowing movements (masticatory 
phenomena), rubbing of the abdomen, grimacing, fidgeting, 
and other semipurposive movements of the limbs. It is 
common for a patient who may describe epigastric or 
olfactory sensations or fear emotions to exhibit masti- 
catory phenomena during his seizure (Magnus, Penfield, 
and Jasper, 1952). Their precise significance has not been 
established, but Hughlings Jackson regarded them as the 
motor accompaniment of a taste hallucinaton. A similar 
chain of reasoning will connect rubbing movements 
of the hands across the abdomen with some abdom- 
inal sensation. Again facial grimacing may indicate a vivid 
dreamy state, or peering with the eyes, and groping, pluck- 
ing, clutching, or other semipurposive movements of the 
hands be likewise regarded as an acting out of a sensory 
experience. Dilatation of the pupils (a unilateral dilatation 
or constriction of a pupil is an occasional pointer to the 
side of the underlying lesion), and pallor or flushing of the 
face may be regarded as evidence of autonomic disturbances. 
In the more severe amnesic seizures the patient may slump 
or fall to the ground and become cyanosed. Incontinence 
is not uncommon. The actual ictal period may last from 
one to five minutes, and then be followed by a period of 
confusion. 

The motor phenomena we have just considered—namely, 
masticatory phenomena, grimacing, and the semi-purposive 
movements of the limbs—have been shown by simultaneous 


‘ cinematographic and electroencephalographic recordings of 


fits to be ictal in time of occurrence and character (Gastaut, 
1953), and thus are part of the actual fit pattern. During 
the period of confusion, however, the patient may set out to 
perform some volitional but inappropriate action to which 
the term post-epileptic automatism may be given. Un- 
dressing is a common example, or a patient may attempt to 
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shut a door, climb a fence, open a cupboard, or sing a song. 
A housewife preparing a meal may suddenly switch to 
something else, like rearranging flowers, furniture, or books, 
An aggressive individual, thwarted or disturbed during the 
fit or confusional period, may become belligerent. Tyson 
(1650-1708), a physician at the Bethlem Royal Hospital, 
called patients subject to attacks of fury “ epileptick mad” 
(quoted by Lennox, 1951). 

Case 8: Aggressive’ Behaviour Following Seizure Secondary 
to Sclerosis of Hippocampus.—A ne’er-do-well young man aged 
23, referred by Dr. D. Hill, had since early childhood been sub- 
ject to amnesic seizures which would begin with a sudden 
abdominal pain and a feeling that someone was standing behind 
him. He had often been arrested for fighting and for disorderly 
behaviour. On one well-documented occasion he had the mis- 
fortune one morning to have two fits outside the same hospital 
casualty department. The casualty doctor, noting that there 
had been no convulsive phenomena, deemed him to be shamming, 
and on the second occasion had him shown to the door. The 
patient responded by assaulting the doctor, cursing, and attract- 
ing a crowd so that the police had to intervene. In due course 
it was found that he had an epileptic focus in the right temporal 
lobe. A temporal lobectomy followed, disclosing gross sclerosis 
of the hippocampus. Since then he has been improved, as 
regards both fits and behaviour, although an occasional seizure 
still occurs (follow-up, one year). 


3. Major Convulsive Seizures 


In the most severe grade of temporal lobe seizures a gener- 
alized convulsion occurs, which, unless the initial aura has 
been witnessed, may be indistinguishable from grand mal 
attacks resulting from lesions in other parts of the brain. 
Such attacks may occur at any hour by day or night, but it 
would seem that grand mal seizures which occur during 
sleep are particularly likely to be of temporal lobe origin. 
The occurrence, in the same patient, but at different times, 
of amnesic seizures without convulsions and of grand mal 
seizures has frequently been noted in the literature and 
described as if the patient had had two different kinds of 
epilepsy. This view is fallacious, the distinction between 
the two types of attack being merely one of severity. 


Comment 


The temporal lobe epilepsies are thus a wide and varied 
group. The patterns, which can be discerned, depend largely 
on the precise part of the temporal lobe which is involved 
and on the severity and extent of the epileptic discharge. 
Some of these patterns have led to the use of a number of 
terms, such as psychomotor epilepsy, uncinate epilepsy, 
psychical epilepsy, and epilepsy with an intellectual aura. 
Each of these terms attempts to describe some aspect of the 
seizure, but none suffices to describe the group as a whole, 
and hence the generic term of “temporal lobe epilepsy ” 
is preferable. A characteristic of this group of epilepsies is 
the variability of the patterns which may be shown by any 
one patient, and this is well illustrated by a classical case 
described long ago. 


Hughlings Jackson’s (1888) Case ——A medical man, while still a 
university student, began experiencing vivid and unexpected 
“ recollections " or reminiscences, which lasted a minute or two 
but which afterwards he could not quite recollect. Some morn- 
ings he would wake up to find a little saliva on his pillow, and 
his tongue sore as if he had bitten it. Then three years later he 
had his first “ haut-mal.” Thereafter he continued to have fre- 
quent “ petits-maux ” as well as attacks of “ haut-mal” at inter- 
vals of up to 18 months. During one of the minor attacks he 
once crossed over a Swiss glacier, and subsequently was surprised 
to see how he had threaded his way over the broken ice. terrain 
which normally would have been difficult for him. Sometimes 
if a minor seizure occurred during a journey he would carry on 
without subsequent recollection for 10-15 minutes, and then find 
himself still on his correct course. On other occasions, he would 
find himself going in the wrong direction. Once he had had an 
attack while examining a patient with pneumonia. On regain- 
ing his wits he found himself sitting at a writing-table in the 
same room speaking to another person. On inquiry he learned 
that he had evidently correctly diagnosed his first patient, and 
advised him to go to bed. The case notes he had made, however, 
were disjointed and difficult to decipher. This patient at no 


time had complained of any crude sensations of smell, taste, 
hearing, or sight; there was no epigastric sensation and no 
vertigo. Some of his colleagues, however, had observed during 
the attacks “‘a modified and indistinct smacking of tongue like 
a tasting movement” and “a motion of the lower jaw”; also 
one or two light taps on the floor with his right foot. He died 
at the age of 41 from an overdose of chloral, and at necropsy 
Hughlings Jackson and Walter Colman (1898) found a small 
cavity resulting from an old softening in the left uncinate region. 


Associated Personality and Behaviour Disorders 


A characteristic of temporal lobe epilepsy is that its 
victims often exhibit an associated personality disorder or 
even a psychosis. In this respect temporal lobe epilepsy 
stands in marked contrast to other forms of cortical epilepsy 
(Gibbs, 1951; Gastaut, 1953). Indeed, possibly a half of 
all patients with temporal lobe epilepsy exhibit severe per- 
sonality disorders during the inter-seizure period (Gibbs, 
et al., 1948), while from another viewpoint the majority of 
epileptic patients in mental hospitals show temporal epileptic 
foci on E.E.G. examination (Liddell, 1953). The epileptic 
personality can take various forms. Most patients who 
exhibit it display a feeling of aggressiveness and hostility— 
they are quick to take offence, hold grudges for long periods, 
and imagine other people to be conspiring against them. 
Against this common background some patients exhibit 
anxiety states, a few depressive states, and others even 
schizoid states. Often as the fits come under control with 
medication the behavioural disorder worsens—in a sense the 
fits and the behaviour-disorder are thus antithetic. A con- 
tinued psychosis is not common, although some patients will 
exhibit acute and transient psychotic phases in which they 
are actively hallucinated and very restless. 

Recently two cases of fits and behaviour disorder occurring 
in children, which were apparently due to a peculiar calci- 
fying lesion in the temporal lobe (hamartoma) and which 
were benefited by temporal lobectomy, have been reported 
in detail from this unit (Falconer et al., 1953). The follow- 
ing case seems to be similarly successful. 

Case 9: Temporal Lobe Epilepsy and Associated Behaviour 
Disorder Presumably Secondary to Sclerosis of Hippocampus.— 
A 13-year-old boy with a congenital nystagmus. referred by Dr. 
D. A. Pond, had started life with a difficult instrumental birth. 
From the age of 3 he had been subject to frequent seizures, 
which usually began with a painful sensation in the upper 
abdomen, followed by stiffening of the right limbs and by turn- 
ing of the eyes to the left side. Shortly afterwards he also 
developed a severe behaviour disorder which soon led to his 
committal to various epileptic institutions. His temper at times 
was explosive, and he was difficult to control. Recently he had 
also exhibited sexual perversions. Examinations disclosed a boy 
of low average intelligence without abnormal neurological signs 
other than the nystagmus. The E.E.G. disclosed a constant 
spike focus in the left anterior temporal region, and the skull 
x-ray films showed that the left half of the cranial cavity was 
slightly smaller than the right, while the temporal horn of the left 
lateral ventricle was slightly dilated. The anterior part of the 
left temporal lobe, including the uncus and hippocampus, was 
removed, the histological findings being those of gross sclerosis 
of the hippocampus. In the year that has elapsed since then the 
boy has not had any further seizures, has been living at home, is 
manageable, and is now attending a modern secondary school 
with children of his own age—the first time in his life that he 
has been able to attend a school for normal children. 


Discussion 


The manifestations of temporal lobe epilepsy are thus 
complex, but protean. All the features which I have out- 
lined are well known, but what is not commonly realized 
is that with few exceptions they are the signatures not of 
“ idiopathic ” epilepsy but of epilepsy of focal origin arising 
in the temporal lobe. No patient will show all these mani- 
festations, but an individual patient will often show several 
of them. The more diligently we inquire into the history 
and clinical features shown by any patient, the more num- 
erous are the manifestations we are likely to find in that 
patient. A patient with temporal lobe epilepsy may com- 
plain of smell and epigastric sensations, one bystander may 
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remark on strange chewing movements without convulsions, 
another may have observed the climax of an occasional 
grand mal seizure, while the patient’s family may seem more 
concerned about his behavioural disorder, regarding the fits 
as a doubtfully related condition which, anyway, to their 
eyes has been “ improving " because the actual fits are now 
less severe and less frequent than formerly. It requires 
an understanding observer to synthesize all these features 
into one connected clinical story. 

I cannot survey here all the evidence which would relate 
these various manifestations to the temporal lobe. Some 
may argue that epilepsy arising in other parts of the brain 
may show similar characteristics. However, of all the 
patients with the amnesic aconvulsive type of seizure who 
have been operated on for various lesions in this unit during 
the past three years (approximately 50 patients) only one, 
a patient with a unilateral suprasellar meningioma, had an 
obvious lesion which was not directly involving the temporal 
lobe, and even this lesion was in close proximity to the 
temporal lobe. Even the E.E.G. localization is not a hard- 
and-fast criterion of distinction, for in several instances in 
which an inferior frontal focus was reported ‘the actual 
lesion was yet found to be involving the temporal lobe. 
For those who would seek further I have indicated refer- 
ences to some of the more important articles in the literature. 

It will be noted from the cases described that temporal 
lobe epilepsy can affect patients at all ages and can be 
caused by a great variety of lesions. Some of these lesions, 
such as tumours, cysts, vascular malformations, and poren- 
cephaly, can be appreciated by the naked eye, and can also 
often be demonstrated pre-operatively by neurological and 
radiological means. Others, such as areas of focal atrophy 
and gliosis, may be appreciated only by microscopical ex- 
amination. The occurrence of epilepsy, therefore, is not 
determined by the nature of the lesion so much as by its site. 
Therefore in any patient in whom the clinical features sug- 
gest a temporal lobe origin but in whom the neurological 
and radiological investigations are negative, the diagnosis 
made should not be idiopathic epilepsy (with the feeling of 
hopelessness which this term engenders), but temporal lobe 
epilepsy secondary to some pathological change as yet un- 
determined. 

It is not my purpose to discuss the details of pathological 
diagnosis and treatment in such patients. Temporal lobe 
epilepsy is so common and yet so often benign that it is 
impracticable to submit every suspect to the fullest investi- 
gation. The following broad principles, however, should 
give some guidance: 

1. The recent appearance of temporal lobe seizures may 
signal the presence of a cerebral tumour. This diagnosis 
becomes obvious if appropriate neurological signs or features 
of raised intracranial pressure are present. If the suspicion 
of cerebral tumour arises in any particular patient, neuro- 
logical investigation supplemented by appropriate radio- 
logical studies is indicated. 


2. In cases in which the fits are of long standing, and there 
is nothing obvious in the clinical picture to suggest tumour, 
an attempt should be made to control the seizures by drugs. 
Phenobarbitone and phenytoin (“ epanutin ”) have been our 
chief stand-bys, but the recently introduced drug primidone 
(“mysoline”) has also been claimed to have beneficial 


properties. 

3. In cases in which the fits cannot be properly controlled 
and are disabling, or in which there is a severe personality 
disorder, recourse should be made to full neurological, radio- 
logical, and E.E.G. investigations. Of the various diagnostic 
procedures, the E.E.G. in our experience is the one which 
is most likely to give a decisive answer, but this investigation 
may have to be repeated over a long period and under 
special circumstances, such as during induced sleep and with 
sphenoidal electrodes (Hill, 1953). In a patient with intract- 
able epilepsy the E.E.G. demonstration of an epileptic focus 
which is confined to one temporal lobe, or if bilateral pre- 
dominantly on one side, is in our experience an indication 
for operation. 


I wish to thank Sir Charles Symonds, Professor A. Meyer, Dr. 
Denis Hill, Dr. W. Mitchell, and other colleagues who by their 
helpful discussions have assisted me in the preparation of this 
lecture. 
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This paper describes the findings in the sixth of a series 
of surveys of the dental condition of 5-year-old children 
attending day schools under the authority of the London 
County Council, and makes reference to the earlier 
surveys begun in 1929 by one of us (M.M.). Owing to 
unforeseen circumstances the publication of the results 
has been delayed until now. Visits were paid to 26 
schools, most of which had been included in the earlier 
studies. The total number of children examined for 
dental structure and caries was 1,395, each of whom had 
achieved his fifth but not his sixth birthday at the time 
of inspection. 
Methods and Criteria 


The examination procedure and standards used were 
essentially the same as those devised on the basis of earlier 
animal experimental work and clinical investigations and 
employed in all the surveys undertaken by one of us (M. M.) 
and her colleagues since 1923. For a detailed description 
of the methods and criteria see Mellanby and Coumoulos 
(1946). 

In all the work from 1943 onwards the incidence and 
extent of surface structural defects, as well as caries, have 
been estimated and analysed for each tooth, since this 


- detailed system gives the best guide to the condition of the 


teeth of any group of children. By making an assessment 
for every tooth examined, and, in the case of caries, by 
including in the assessment any tooth known or assumed to 
have been extracted because of disease (which, except in 
1929, could only have been a very small proportion of the 
whole), the trend of the abnormalities from survey to survey 
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can be seen for any type of tooth or for all teeth together in 
a group of individuals. As mentioned in previous reports, 
obvious undermining decay was taken into account in 
judging the size of a cavity. Filled teeth were counted as 
having been carious, and in allotting them to one of the 
categories a small allowance was made for removal of extra 
tooth substance in preparation for the filling. As regards 
the extent of structural defects and caries, it must once 
more be emphasized that for the A.H.F. (average hypo- 
plasia figure) and the A.C.F. (average caries figure) the 
maximum possible value is 3; therefore the greater the 
number of teeth with severe hypoplasia or caries the nearer 
the figures approach this number. 

It was not thought practicable or necessary in surveys of 
this kind to make x-ray examinations of the teeth. Had 
this additional method been used, further instances of early 
caries would undoubtedly have been found, but since ap- 
proximately the same proportion would probably have been 














“le diagnosed in all the 
ae surveys, it would 
WH cross Hy not have affected 
M~Hy, — relative find- 
70F O w-ty, 5 

oem _ 
60r The detailed find- 
ings in the 1951 
survey on 1,395 
= children are given 
~ | side by side with 








those obtained in 
the study made in 
40 1949 on 692 child- 
ren, since the lat- 
ter, though pub- 
lished in a sum- 
= marized form (Mel- 
lanby and Mellan- 

| by, 1950), have not 
previously been 
given in full. Some 
comparison is also 
made with the ear- 
lier surveys. It is 
not possible to give 
detailed figures for 
1043 1945 1947 1949 195! pend pr gag 
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- to the five surveys. 


by various workers for the Board of Education (1931), was 
made only on a “per child” basis and the data are not 
now available for further resolution. It may be stated at 
once that the proportion of children classified as caries- 
free or almost caries-free in 1951 was nearly the same as in 
1949—23.5% compared with 24.9%. This is a great improve- 
ment on the 1929 figure of 4.7%, but is much below that of 
1947, when 37.5% were placed in this category. 


Surface Structure 

In Table I are shown the percentages of each type of 
tooth, and of all types combined, graded into various struc- 
ture categories. The corresponding A.H.F.s are also given. 
It will be seen that the structure was on the whole better 
in the latest survey than in the previous one, and that in 
all but the upper second molars there was a higher per- 
centage of each type free from hypoplasia. In both 
surveys, as was the case in the earlier studies, it was found 
that in the lower incisors there were the least surface 
defects, and in the molars, particularly those of the upper 
jaw, the most. The upper incisors were much more hypo- 
plastic than the lower ones, and, as might be expected and 
as is shown later, had a greater tendency to become carious. 
In neither year was any type of tooth much affected by 
either severe M-hypoplasia or gross defects, but, comparing 
the incidence of gross hypoplasia with that of the total 
incidence of M-hypoplasia, it is seen how vast is the differ- 
ence—0.7 compared 
with 67.2% in 1949, var 
and 1.6 compared 
with 56.1% in 1951. 

A very low inci- ho 
dence of gross hy- 
poplasia as com- es _ 
pared with that of 
M-hypoplasia has 1 
constantly been ¥ 
found in this series £ 
of surveys as well 0-6- 
as in other similar 
studies and, indeed, 


a 
~ 


since the early days . | |® 
of the investiga- 

tions on human 

teeth (Mellanby, 

1927a). In regard 0-2- 


made by one of us 
(M.M.) from 1943 oe 
onwards, this fact 1943 


is clearlyillustrated fpyg. 2.—Average hypoplasia figures for 
in Fig. 1, which all types of teeth together in 1943-51. ° 
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TABLE I.—Structure of the Various Types of Teeth in 1949 and 1951. 









































Total Percentage 
Toufeetn © | Percentage | Percentage | Percentage | Percentage | percentage | oftedh | apps 
Type of Examined of Teeth of Teet 5A Son of Teeth with “HLF. 
‘ooth for Structure Hy M-Hy; ve Ys M-Hy Gross-Hy 
“y949 | 1951 | 1949 | 1951 | 1949 | 1951 | 1949 | 1951 | 1949] 1951 | 1949 | 1951 | 1949 | 1951 | 1949 | 1951 
Upper jaw: 
Central incisors .. | 1,230 | 2468 | 360 | 405 | 43-1 | 44-3 | 181 | 152 | OS | OF | 61-7 | eS | 23 | 30 | 083 | O-76 
Lateral incisors |. | 1308 | 2617 | 34.7 | 457 | 546 | 436 | 85 | 78 | OF | OO | 632 | Sta | 21 | 28 | 073 | O81 
Canines... | 1.365 | 2758 | 359 | 50-41 | 57-9 | a7 | $9 | 38 | O2 | OO | 640 | 485 | 0-2 | 1:3 | 0-70 | 0-683 
ist molars. .. | 1246 | 2577 | 40 | 72 | 522 | 485 | 41-7 | a26 | 14 | O8 | 953 | 915 | O06 | 43 | L4t | 4-37 
2nd molars... .. | 1307 | 2683] 16 | 1-6 | 44 35-5 | Sid | S86 | 23 | 32 | 982 | 973 | O2 | 44 | 1-54 | 1-04 
Total upper jaw .. | 6,456 [13,073 | 226 | 291 | 506 | 427 | 248 | 255 | 09 | O8 | 763 | 690 | 1-1 | 1-9 | 1:06 | 0-08 
Lower jaw: 
inci | 1044 | 2141 | 866 | 925 | 128 | 69 | o2 | o8 | 00 | of | 130] 72] o4 | O8 | O13 | OF 
eae lll 1333 | 2709 | 58-3 | 91-4 | 41-4 | 0 | Of | O38 | 00 | O | 41-5 | 183 | O2 | O« | O42 | On9 
Canines ‘* | 1°3724| o'780 | 44-1 | ore | 528 | 292 | 17 | 10] 00 | OO | 545 | 302 | 00 | 20 | O57 | O38 
ist molars. .. | L172 | 2342] 13-4 | 208 | 49-8 | 44-9 | 35-7 | 210 | 06 | O8 | 86-1 | 765 | O8 | 472 | 1-26 | 4-91 
2nd molars... |:£71. | 2368 | 10-2 | 186 | 626 | SO7 | 252 | 260 | 15 | O8 | 893 | 25 | O4 | 1-0 | BIB | 449 
Total lower jaw... | 6,092 |12,340 | 42-0 | 563 | 448 | 31-4 | 121 | 110 | O4 | O38 | 573 | 42a | 03 | 43 | O71 | 0-68 
Totals ‘12,548 |26,413 | 320 | e293 | 478 | 371 | 187 | 186 | O7 | 08 | 672 | S61 | 07 | 16 | O88 | On 



































Total hypoplasia figure 





*A.H.F. (average hypoplasia figure) = 


Total number of teeth examined for stracture (excluding those with G-hypoplasia or unclassified hypoplasia) 


+ A few of these teeth could not be classified into any of the grades shown in this table. Because of this the percentages do not add up to 100. 
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also shows that, even in 1947, the best year so far as the 
dental condition of the children was concerned, over 50% 
of the deciduous teeth observed showed some form of 
structural defect. The extent of M-hypoplasia, expressed as 
the A.H.F. for all types of teeth together (Fig. 2), shows a 
similar pattern to that for the incidence (percentage) of 
hypoplasia (Fig. 1), the only. difference being that in 1949, 
although structural defects were very common, a fairly large 
percentage were only slight (M-Hy:) and the A.H.F. was 
thus relatively low. 
Caries 

Assessment of the individual teeth according to the above- 
mentioned criteria indicates that the findings were very 
similar for the two surveys and that in each case over 70% 
of the teeth were free from caries. A slightly greater pro- 
portion were diseased in 1951 than in 1949—27.5% com- 
pared with 26.7% (see Table I1}—but the difference was not 
significant, being only 0.8+0.47. The slight advantage experi- 
enced by the children examined in 1949 was due mainly 
to the condition of the lower teeth ; for the upper teeth the 
percentage carious was practically the same in each year 
for all teeth combined, though it varied slightly from tooth 
to tooth, sometimes to the advantage of the 1949 group, 
sometimes to that of the 1951 group. For the lower teeth, 
the experience of 1951 was consistently rather worse for each 
type, but it was only for the second molars that the differ- 
ence reached the level of significance, 3.8+1.6. The A.C.F.s 
for several types of teeth were similar in the two years, but 
were higher in 1951 for upper second molars and lower first 
and second molars, indicating that the extent, as well as 
. the incidence, of 
38, caries was greater 
r in these teeth in 
the latest survey. 
Upper first molars 
and upper canines, 
on the other hand, 
had a slightly lower 

A.C.F. in 1951. 
The teeth least 
a affected by caries 
in both years now 
270m under review were 
_ the lower incisors, 
with only 2.6 to 
10 3.8% showing any 
degree of decay and 
with A.C.F.s of 0.05 
to 0.06, while the 
most severely af- 
fected were the 
lower molars, of 
which 540 to 
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’ Fie. 3.—Relative percentages of the dif- 
t grades of caries for all types of 
teeth together in 1943-51. 


65.1% were carious, and for which the A.C.F. ranged 
from 1.22 to 1.34. The upper incisors had much more 
caries than the lower. These findings are typical of 
those obtained throughout the series of surveys and in 
other Studies made in private schools and _ institutions 
(Coumoulos and Mellanby, 1947), and indeed are generally 
recognized in dental practice. 

A comparison of the incidence and extent of caries for 
all types of teeth together in the five surveys of 5-year-old 
children in L.C.C. schools from 1943 onwards is given in 
Figs. 3 and 4, from which it is very clear than 1947 was 
the year in which the best results were obtained. From 
30.1% of carious teeth in 1943, the figure was reduced to 
26.5% in 1945 and 20.3% in 1947; after that time it rose 
again to 26.7% in 1949—that is, to the 1945 level—but in 
1951 there was only an iftsignificant increase to 27.5%. A 
similar trend is seen in the A.C.F. Values, so that it appears 
from these figures that the spread of the disease, noted in 
1949, may have been continuing up to 1951, but to a much 
less extent than between 1947 and 1949. 

The “ pattern” of caries incidence and extent in the five 
surveys, as shown in Figs. 3 and 4, differs somewhat from 
that of hypoplasia incidence and extent, as seen in Figs. 1 
and 2, in that, whereas there was an increase in caries from 
1947 onwards (although from 1949 to 1951 it was not signi- 
ficant), there was more structural defect in the teeth examined 
in 1949 than in those observed in 1951. 


Relationship Between Structure and Caries 


It was shown many years ago (May Mellanby, 1927b, 1934) 
that, according to the standards used, the incidence of caries 
bore a direct rela- -_ 
tionship to the sur- i 
face structure of 
the teeth and that 
this, in general, re- ©+8> 
flected the internal 
structure. This was a 
particularly evident 4, 
in the case of the 
deciduous  dentit- 
ion. The structure— 
caries association °*“f | 
has been demon- 
strated in all the 
previous surveys, 0-+2+ 
and is again shown 
in the two under 
review. Table III... 
indicates that in 1943 1945 1947 1949 195t 
each type of tooth, fig 4—Ave caries figures for all 
and in all types types of teeth together in 1943-51. 



































Taste II.—Caries Incidence and Extent in Various Types of Teeth in 1949 and 195] 


























Total No. 
of Teeth Percen Percentage Percentage Percentage Total 
T of Assessed for of T of Teeth of Teeth of Teeth Percent: of A.C.F.* 
Poot an — . Cc Cc, G Cy Carious Teeth 

~ 4949 1951 1949 1951 1949 1951 1949 1951 1949 1951 1949 1951 1949 1951 

w: 
be. incisors .. | 1,274 2,573 69-9 70-0 9-3 9-1 15-5 15-7 5-2 5-2 30-1 30-0 0-56 0-56 
Lateral incisors .. | 1,351 2,723 85-5 84-6 45 5-5 6-3 75 3-7 2-4 14-5 15-4 0-28 0-28 
Canines .. 1,384 2,790 90-9 92-8 2-2 16 5-4 49 1-4 0-6 9-1 7-2 0-17 0-13 
ist molars .. 1,384 2,790 64:3 65-8 69 6-6 15-2 17-4 13-7 10-3 35-7 34-2 0-78 0-72 
2nd molars 1,384 2,790 55-8 52:3 18-4 178 16-5 20-9 9-4 9-0 44:2 47:7 0-79 0-87 
Total upper jaw .. | 6,777 |13,666 73-3 73-1 8-3 8-1 11-7 13-3 6-7 5-5 26:7 26-9 0-52 0-51 

Lower jaw: 
Central incisors .. | 1,061 2,150 96-7 96-2 2-2 2-1 0-9 1-6 0-2 0-05 3-3 3-8 0-05 0-05 
Lateral incisors .. | 1,338 2,721 97-4 96-5 0-7 1-1 1-7 21 0-2 0-3 26 3-5 0-05 0-06 
ct .. | 1,384 2,789 94-5 94-4 1-9 10 =|° 2-7 42 0-9 0-3 5-5 56 0-10 0-10 
ist molars .. .. | 1,384 2,790 46-0 43-1 9-5 74 20-5 26-5 24-0 23-0 54-0 56-9 1-22 1-29 
2ad molars .. | 1,384 2,790 38-7 34-9 19-1 18-4 16-8 24-1 25-4 22-6 61-3 65-1 1-29 1:34 
Total lower jaw .. | 6551 |13,240 73-4 71:8 6-9 6-2 9-0 12-3 10-7 9-7 26-6 28-2 0-57 0-60 
Totals di .. |13,328 | 26,906 73-3 72-5 76 72 10-4 12-8 8-7 7-6 26-7 27-5 0-54 0-56 












































Total caries figure 





* A.C.F. (average caries figure) — Toi] number of teeth (including extractions) 
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TABLE III.—Incidence and Extent of Caries in Teeth with Varying Grades of Structure in 1949 and 1951 





Incisors Canines 


Molars All Types 





Grade of| Total No. 


Percen 
Structure} Examined —~ A.C.F. 


Carious Carious 








Total No, | Percen 
Examined — ACF. 


Total No. | Percentage Total No. | Percen' 
Examined | Cari A.CF. | Examined | Carlos | ACP. 


ous 














1951] 1949 | 1951 





























1949 | 1951 1949 | 1951 | 1949| 1951 | 1949/1951 | 1949 | 1951 | 1949 1949 | 1951 | 1949 |1951 1949, 1951 | 1949 | 1951 | 1949 |1951 
Hyp . .| 2,578|6.380| 3-9| . 4-7 | 0-06 | 0-07 | 1,095|3,266| 2-6| 2.7| 0-04|0-05| 345|1,107| 16-2 | 30-1 | 0-26 |0-48|4,018|10,753| 4-6| @-7 | 0-07 |0-11 
M-Hy, | 1.930] 2:796| 17-7| 19-9 | 0-30 | 0-33 | 1,514] 2'046| 8-1 | 10-0 | 0-14 | 0-18] 2,552| 4.586] 38-1 | 43-1 | 0-68 |0-77| 5.996| 9.498] 24-4 | 29-0 | 0-42 |0-61 
M-Hy, | 337] 692 cat @ | 0-62 | 0-83| “105| '134| 21-9 | 23-9 | 0-40 | 0-47) 1.901| 3,972] 50-3 | 60-6 | 0-96 |0-96|2.343| 4.698) 46-4 | 49-1 | 0-88 | 0-83 
M-Hy, 7 (28-6)|(100-0)|(0-86)|(2-25)} 2} + | (50-0)} — \c0-50)| —| ° 73| 129] 65-8| 75-2| 1-45 | 1-60) 82} 133] 62-2| 75-0| 1-38 |1-53 
Gross Hy 63) 163) 39-7| 27-0/ 0-81 | 0-46 2 #21(100-0) 3-3 (3-00) 0-04, 25 146) 36-0 | 45-9 | 0-84 | 0-81 99) 401/ 40-0 | 28-4 | 0-87 | 0-49 















































taken together, the percentage of carious teeth and the A.C.F. 
increased with the degree of M-hypoplasia. For instance, 
whereas only 3.9% in 1949 and 4.7% in 1951 of the incisors 
of good structure were carious, 32.3 and 44.6% respectively 
of those with a moderate degree of M-hypoplasia (M-Hys) 
were diseased. The A.C.F. showed corresponding increases. 
(There were not enough teeth in the severe M-hypoplasia 
grade (M-Hys;) to make an assessment.) Again, in the case 
of the molars, 16.2 and 30.1% of those without hypoplasia 
were carious in the two years, and the proportion increased 
with each degree of M-hypoplasia, so that 65.8 and 75.2% 
respectively of those with severe defects (M-Hys). were 
carious. The A.C.F. also increased in each case with the 
amount of M-hypoplasia, as would be expected. The inci- 
dence and extent of caries associated with the relatively 
small amount of gross hypoplasia is also shown in Table III. 


Treatment of Teeth 
The amount of conservative treatment and percentage of 
extractions experienced by the children up to the time of 
the two surveys are shown in Table IV. It will be seen 


TaBLe IV.—Carious Teeth Extracted, Treated by Silver Nitrate, 
or Filled in 1949 and 1951 

















Total No. of Treatment 
Carious Teeth Total Percent- 
Year | “(including % | xstver| 2% | Oe Sertom 
Extractions) (Extracted! Nitrate Filled 
1949 3,553 15-3 06 | 39 19-8 
195! 7.412 13-0 0-1 | 6-1 19-2 














that the total extent of treatment was similar in each case, 
but that the proportion of teeth filled was rather higher 
and the percentage of extractions a little lower in the 1951 
group of children, which would appear to be a step in the 
right direction. 


Superficial Staining of Teeth 


As in former surveys of the same kind, the amount of 
superficial stain on the children’s teeth was noted in the 
two studies under review. It had previously been observed, 
both in this series of surveys and by other workers, that 
mouths in which black or dark-brown stains occurred at 
least on some teeth were associated with a lower incidence 
of caries, whereas those with green stains tended to have a 
higher incidence than those in which no staining was found. 
This was again the case in 1949 and 1951, as is seen from 
Table V. 


Taste V.—Percentage Incidence of Carious Teeth in Children 
a = Without Superficial Staining of Teeth in 1949 
and 1951 








1949 1951 
Children having: 
No stain .. i 7 25-8% 25-58% 
Black and dark brown stains 16-9° 14.4% 
Green stain eas 30-0%2 33.6% 











Comment 


Since the cause of caries is not yet known, it is impossible 
to state categorically the reasons for the increased incidence 
and spread of the disease since 1947, when the lowest figures 


in these surveys were recorded. It seems probable, however, 
that these may be due, in part at least, to changes in the diet, 
some of which would tend to increase and others to decrease 
the liability to dental caries, the former overbalancirig the 
latter. The availability of supplies of calcium- and vitamin- 
D-containing foods, including milk, eggs, and cod-liver oil, 
may have been similar for both the 1947 and the more recent 
groups of children examined, but to what relative extent they 
were taken up by the mothers during pregnancy and by the 
children themselves from birth onwards is, of course, not 
known. There is some circumstantial evidence, however, 
that the consumption of these particular foods fell as a wider 
range of foods came on the market during the post-war 
years. 

On the other hand, oatmeal and other cereals and cereal 
products, which had been rationed through the points 
scheme, became more plentiful from 1948 onwards with the 
lifting of many controls ; and, as these foods are compara- 
tively cheap and generally popular, there was a tendency for 
their consumption to be increased, particularly in families of 
limited means, sometimes to the exclusion of some other 
foods of better value from the standpoint of the teeth. It 
is known that when more cereals are eaten, other things 
being equal, more calcium and vitamin D are needed to 
counteract the effect, both on dental structure and on the 
spread of decay, of some factors present in the cereals, espe- 
cially in oatmeal. Although sugar and sweets (including 
chocolate) continued to be rationed from 1942 until after the 
latest of these surveys was finished, the allocations to indi- 
viduals were on a slightly higher level from 1948 to 1951 
than formerly. It seems unlikely, however, that the extra 
amount was sufficient to have much direct influence on the 
initiation and spread of caries, or an indirect one by limiting 
the consumption of other foods. 


Summary 


A detailed analysis has been given of the incidence 
and extent of structural defects and caries in the teeth 
of two groups of 5-year-old school-children examined 
in 1949 and 1951 respectively, and some comparisons 
have been made with the findings in other surveys made 
between 1929 and 1947. 

It had previously been shown that up to 1947, and 
particularly from 1943 to that time, there had been a 
continued improvement in the dental condition of chil- 
dren of this age group attending L.C.C. schools, but 
that in 1949 there was an apparent setback. Fewer chil- 
dren were free from caries, and the amount of hypo- 
plasia and caries in individual teeth had increased. A 
further survey was therefore undertaken in 1951 in order 
to see how the trend had resolved itself. 

In broad outline, the following observations were 
made in the latest survey : the percentage of caries-free 
or almost caries-free children was very similar to that 
found in 1949—23.5 compared with 24.9—as was the 
percentage of caries-free teeth, 72.5 compared with 73.3 ; 
the structure of the teeth, on the other hand, was on the 
whole better, 42.3% being non-hypoplastic as against 
32.0% in 1949. A good deal of the M-hypoplasia seen in 
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1949 was, however, of only slight degree. By and large, 
therefore, it would appear that there was not a great 
difference between the dental condition of these two 
groups of children examined at an interval of two years, 
though there was perhaps a little more caries in the 1951 
group and rather less hypoplasia. Moreover, for each 
type of tooth there was a somewhat greater amount of 
caries associated with each grade of M-hypoplasia in 
this group, although within each of the groups the usual 
structure—caries relationship held—that is, the worse the 
structure the greater the liability to caries. 


We wish to thank the London County Council and the former 
and present School Medical Officers for permission respectively to 
carry out the survey and publish the results. We are also indebted 
to the head teachers and staffs of the schools for their willing 
help at the time of the inspections. Further, our thanks are due 
to the Medical Research Council for financing the work, to 
Dr. W. J. Martin for helpful advice on statistical matters, and 
to Mrs. G. E. Neal for clerical assistance and help in the schools. 
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THE DIAGNOSIS OF DEPRESSION* 
BY 


W. MAYER-GROSS, M.D., F.R.C.P. 


(From the Department of Clinical Research, Crichton 
Royal, Dumfries) 





The most characteristic feature of depression as a 
psychiatric symptom is the feeling tone of sadness, which 
may be of any degree, from a thin veil spreading over 
all the patient thinks and does to a despair without hope 
which overwhelms his mental life. With it goes an 
insufficiency and inadequacy, subjectively felt and objec- 
tively observed, from which the patient’s typical com- 
plaints spring: whatever he experiences seems sad and 
painful. Even ordinarily enjoyable events have this 
effect; they make the patient more aware of his in- 
capacity for normal appreciation, or else he shows his 
ingenuity for seeing the bad side of everything. He 
feels at home only in unhappiness. His whole life is 
miserable and agonizing. 


Early Signs 

If the physician is acquainted with the patient he can 
easily diagnose the beginning of a depression from the 
change in general appearance. The patient has a look of 
fatigue and self-concern, his posture, movement, and facial 
expression reflect his sadness of mood. Retardation, which 
is usually present from the start, reduces the normal fresh- 
ness and freedom of expression and gesture. Observant 
relatives and friends may have noticed the change but mis- 
taken it for fatigue through overwork or for bodily illness. 
If the latter has been excluded, the physician should always 
consider the diagnosis of depression, especially in middle- 
aged and elderly patients. If he only thinks of it half the 
battle is already won. The depth of the depressive affect 
cannot easily be measured from its outward expression, and 
in some cases a feeling of indifference may prevail and mask 
the underlying depression. The silent shedding of tears 
may be seen in an otherwise expressionless face; other 





* Read in the Section of Psychiatry at the Annual Meeting of 
the British Medical Association, Glasgow, 1954. 


patients mock themselves and their illness with grim humour 
and call themselves frauds or fools; a sudden smile or 
expression of cheerfulness will deceive the practitioner about 
the severity of the suppressed emotion. 

Nowadays it is not rare for the patient himself to com- 
plain of depression ; but equally often the complaint is of 
sudden and complete loss of interest and enjoyment in his 
usual work and play; of an uncomfortable realization of 
slowing of thought and action ; of difficulty with customarily 
easy mental activities; of inability to reach any decision, 
even in trifling matters ; of “loss of will power”; or of a 
feeling of incapacity, perhaps abolished only by increasihg 
quantities of alcohol, coffee, or amphetamines. Bodily 
symptoms may be to the fore—for example, a general feel- 
ing of languor, of a band around the head or pressure on 
the chest, of heaviness of all limbs, of disturbed sleep, loss 
of appetite, and constipation. Based on these and other 
unpleasant physical sensations, the patient may develop 
exaggerated hypochondriasis, remaining querulously con- 
vinced of -his constipation or insomnia even after it has 
been adequately treated and the symptom removed, or 
making some other physical symptom the subject of fresh 
complaints. A frequent complaint is that of pain in the 
face or at some other part of the body, or of “ general” 
pain. There has probably in the early stages of the depres- 
sion been some coincidental physical cause of the pain, 
which later has become the focus of expression for the 
patient’s gloominess and remains his primary symptom. His 
“ persistent petulant querulousness . . . distract(s) attention 
from underlying depressive symptoms which are usually re- 
garded by the patient as secondary ” (Partridge, 1954). No 
wonder that the patient is unable to solve the problem of 
cause and effect, which we ourselves are often at a loss to 
disentangie. Hypochondriacs may refer also to psycho- 
logical symptoms, such as fears and anxieties, especially the 
fear of insanity ; such symptoms, and also self-reproach and 
delusional ideas of guilt, may in certain patients constitute 
the only complaint. 

When anxiety is part of the mood or is in the foreground, 
as it often is, especially in the middle-aged patient, retarda- 
tion may be absent, and this can make diagnosis more diffi- 
cult. But anxiety attacks or states of more or less persistent 
fear, arising without clear motivation in the higher age group, 
are always suspect of being the manifestation of an endo- 
genous depression. If the anxiety is accompanied by cardiac 
and other vascular symptoms the diagnosis may be made 
more difficult; but the existence of a neurotic reaction in 
middle life should always be doubted if there is no history 
of a similar tendency to anxiety and to reactive somatic 
response earlier in life. 


Aetiology 


When discussing depression as a symptom, as I have done 
so far, we reluctantly come to a point where aetiology has 
to be taken account of. Hence the use of the terms “ endo- 
genous” and “reactive” in the preceding paragraph. 
Depression may be a symptom of an affective psychosis 
belonging to a mainly constitutionally determined group of 
mental disorders, also called “ cyclothymia.” Or it may be 
reactive—that is, an exaggerated response to an extra- 
ordinary stress in life, such as severe air attacks or battle 
exhaustion in war, or the loss of a beloved relative or of 
work or promotion in peacetime. If one holds the view, 
as many psychiatrists do, that there is no difference in kind 
but only one of degree between neurotic reactions, including 
reactive depression and affective disorders, one will not be in 
the least surprised when a case labelled neurasthenia de- 
velops into a severe agitated depression or into a depressive 
stupor. If, however, as I think, a real distinction exists de- 
manding different practical measures in each of the two 
alternatives, the differential diagnosis must be made with 
great care. 

In milder cases of each kind, features of the original 
personality and the psychic content supplied by recent or 
remote emotional experien¢es make up so much of the 
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clinical picture that the primary lowering of mood is often 
missed until prolonged observation has made it unmistak- 
able. One has to beware not to accept unreservedly the 
patient’s explanations—that, for instance, his “nervous 
breakdown” is due to his failure in business or to a disap- 
pointment in love—when the sequence of events was really 
the reverse. There can be no exact measurement of the 
relative contribution of external and of constitutional factors 
to the development of a state of depression ; nevertheless it 
is important from both the prognostic and the therapeutic 
points of view to differentiate between, for example, a con- 
stitutional recurrent depressive illness, a hysterical type of 
personality suffering from a largely psychogenic depression, 
and a comparatively normal well-balanced type of person- 
ality in a state of depression reactive to particular external 
circumstances. 


Differentiation between Endogenous and Reactive 
Depression 


This differentiation is important and topical because cases 
of reactive depression have of late become more frequent in 
the psychiatrist’s consulting-room than they were twenty 
years ago. This may be due to the fact that their psycho- 
logical nature is recognized at an earlier stage, and they are 
sent to the specialist before more severe neurotic symptoms 
have appeared. But neurotic symptoms have always been in- 
fluenced by the fashion of medicine and the spirit of the 
times ; these seem to favour depression at the moment. A 
history of repeated attacks of depression may be misleading, 
because the personality predisposed to this type of psycho- 
neurotic reaction may show it whenever he is in difficulties. 
“If family history, constitutional make-up, and the objective 
data of the patient’s life are fully known and collated with 
the clinical picture, a decision can be reached in most cases, 
provided these factors are not merely enumerated but 
weighed with judgment! and insight, and the observer does 
not lose his way in a thicket of unimportant details ” (Mayer- 
Gross, Slater, and Roth, 1954). 

The reactive depressive has had all his depressions in 
response to the stress of circumstance ; a purely endogenous 
mood change is unknown to him. The endogenous cyclo- 
thymic, on the other hand, will know at once what the 
physician means when he inquires about endogenous mood 
changes ; daily fluctuation in mood will also be familiar to 
him. The morning gloom which lifts more and more during 
the day and has almost cleared towards the evening is a 
very characteristic sign of cyclothymia. The depressive 
mood of the reactive patient is much more responsive to the 
immediate environment than an endogenous depression, and 
will Benerally be alleviated for a few hours by such things 
as the society of cheerful friends. The reactive depressive 
“snaps out of it when the telephone rings or there is talk 
of going to a party” (Partridge, 1954). The cyclothymic 
depression is persistent and seems never to lift. Retarda- 
tion is most unusual in reactive states ; and insomnia, when 
it occurs, is mainly a difficulty in dropping off to sleep and 
not, as is generally the case in endogenous depressions, a 
tendency to wake in the early hours. 

The judgment is often based on clinical intuition only. It 
must, however, be made; for if there are important pre- 
cipitating environmental circumstances they may have to be 
dealt with, and the neurotic personality may in given circum- 
stances respond well to psychotherapy, whereas the endo- 
genous depression will remain uninfluenced until convulsion 
treatment is applied, or natural remission sets in with the 
passage of time. As to other problems of differential diag- 
nosis, epileptic mood swings may simulate endogenous 
depressive episodes ; the history of epileptic attacks and the 
E.E.G. should remove doubts. From schizophrenia the 
differentiation is often difficult. The schizophrenic may 
complain of increasing shallowness of affect, of a feeling 
of loss of sympathy, and of depression of spirits, using 
words and phrases very similar to those used by the depres- 
sive ; but the setting is different. The schizophrenic lacks 
the warmth and natural expression of the depressive. The 


same similarity of symptoms and difference are seen in the 
schizophrenic’s complaint of loss of energy and will-power, 
which may closely resemble the subjective experience of 
retardation. 

It is of great practical importance, because of their 
remarkable response to physical treatments, to recognize 
endogenous depressions beneath the disguises they so often 
assume. The symptoms may take the form of physical 
symptoms ; and clinical acumen in the differential diagnosis 
between a depressive and some form of physical illness may 
be necessary. Ziegler (1939) collected 111 cases of depres- 
sion “ who first came to a surgeon’s or internist’s ofiice for 
the relief of bodily ailments” and gave a brief report of 
how they were grossly and universally misunderstood. The 
exclusion ‘of physical illness must rest on negative findings 
in the physical examination. Unfortunately, general medi- 
cine is not always able to provide a clear negative answer 
in cases of dyspepsia, cardiovascular disturbances, or similar 
“functional” complaints of a mild type. Bleuler (1943), 
dealing with the problem of depression in genéral practice, 
insists that these physical complaints represent the “ auto- 
nomic expression of the depression itself.” However that 
may be, if they occur periodically and have an effect on the 
patient’s well-being, exceeding by far the objective findings, 
affective disorder should be suspected as the underlying cause 
of the physical disability and psychiatric treatment instituted. 


Symptoms of the Digestive System 


These sometimes precede the psychological signs of 
depression, and are of special interest. Anorexia is but 
one aspect of the inertia of the whole digestive and meta- 


“bolic system. Food may be resolutely refused for this 


reason,’ but other motives, such as desire for death and 
belief in an utter unworthiness, even of being fed and 
supported by others, not infrequently play a part. Consti- 
pation is very common, sometimes fairly severe, and is of 
great moment to the patients—so much so that slight consti- 
tutional depressives are sometimes treated for years for 
“nervous dyspepsia.” Loss of weight may occur very early 
and may be out of proportion to the diminished intake of 
food. Menstruation may diminish, and not infrequently 
ceases during a depressive phase : sexual desire and potency 
are reduced. The general appearance indicates a lowering 
of all bodily activities. The skin is dry, the vasomotor 
responses are sluggish, and the patient looks years older 
than he does when in health. 


Hysteria 


Equally frequent is the discovery of an endogenous 
depression under the guise of a more florid neurotic pic- 
ture, especially of hysteria. Demonstrative displays of 
mental distress, exaggerated histrionic complaints of the 
most improbable nature, with outbursts of threatened 
suicide, demands for pity and compassion, acting-out of 
scenes of desperation in the presence of relations and friends, 
may be the positive clinical picture behind which one would 
scarcely suspect a depressive illness. Nevertheless, in 
quieter moments, the completely changed temperamental 
colour and its reduced animation and negative attitude to 
life become visible and reveal the diagnosis. And, what is 
more remarkable, the application of E.C.T., otherwise 
entirely ineffective in hysteria proper, leads to full success. 
The opposite source of diagnostic error is much less com- 
mon, organic cerebral illness presenting as depression. It 


‘has recently been exemplified by Smith (1954), who also 


discussed its mechanism in detail. 


Depression of Old Age 


Only recently, mainly through the work of Roth and 
Morrissey (1952), has this group of depressive illnesses 
been paid the attention it deserves. 

The problem here is to differentiate between endogenous 
depressive illness and depressive symptoms occurring in the 
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setting of cerebral disease. As so frequently happens in 
diagnostic problems, a reliable history of the patient almost 
decides the issue. In a true depression the history will reveal 
that until recently the patient was going about his life in a 
normal way, showing no intellectual impairment of memory, 
or of grasp, or initiative, until the fairly rapid onset of a 
depressive mood and gloomy outlook. When such a history 
is obtained one is very unlikely to be dealing with a senile 
dementia or other organic disorder. Even though the 
patient’s appearance may be more apathetic than depressed, 
and the depressive ideas are stereotyped and grotesque, the 
correct diagnosis is probably endogenous depression. Cases 
with clouding of consciousness may present difficulties. 
Here again the development of the condition is the best 
guide ; if it is of recent onset and has evolved with rapidity, 
some degree of clouding is quite consistent with affective 
disorder, provided there is nothing to suggest a cerebro- 
vascular lesion. In the case of an organic disorder the 
history will reveal a slow, insidious onset of negative symp- 
toms such as @npairment of memory, disorientation, blunt- 
ing of emotion, and deterioration of habits ; such symptoms 
have been noticeable in the usual case for many months 
before he comes under observation. In most cases of 
organic disorder, moreover, the depressive symptoms are 
ill-sustained, shallow, and fragmentary. 

That this distinction is not only of theoretical interest but 
has its basis in the natural history of the illness is shown by 
the results of Roth's follow-up of patients over 60 years 
admitted to a mental hospital because of apparently senile 
psychoses : within six months of admission more than 60%, 
of cases with affective psychosis were discharged; of the 
truly senile psychotics, almost 60% were dead: the propor- 
tion of patients still in hospital.was 27% and 33% respec- 
tively. Before the introduction of physical treatments over 
half the patients with affective disorder were still in hospi- 
tal six months after admission and only about a third were 
discharged, but the pattern of outcome was even then very 
different from that of the two main organic disorders of 
old age—senile and arteriosclerotic psychosis. When the 
patients were followed up two years after admission the 
patterns of outcome remained distinct ; the “ peak” is seen 
in the same column as at six months for each group. In 
the case of affective disorder, discharges reach about 65%, 
while in senile psychosis, by this time, over 80% of the 
patients have died. 

These findings have recently been confirmed by a follow- 
up study of similar material, aged 65 and over, at the 
Crichton Royal: 45 out of 64 patients diagnosed as cases 
of senile or arteriosclerotic dementia had died after two 
years, only two patients lived at home, as invalids, while 
17 out of 33 depressives were at home and socially recovered 
(O'Connell, 1954). 

To sum up: with the increase of life-span in the general 
population, not only the probability of degenerative cerebral 
changes has increased, but also the prevalence of depression 
for which we fortunately have some effective remedy. 


Summary 


Depression as a psychiatric symptom is probably the 
most common complaint of psychiatric patients to-day. 
During the last twenty years it has become more fre- 
quent as the presenting symptom of neurosis, and this 
has aggravated the diagnostic problem. 

For rational therapy the reactive, neurotic form of 
depression has to be differentiated from the endogenous 
depression with little or no environmental aetiology. 
Physical treatment methods, especially convulsive therapy, 
can rapidly relieve depression in many patients. This 
treatment has to be based on an aetiological diagnosis 
and combined with other measures adapted to the 
special circumstances of the case. 

Many patients suffering from periodic indigestion, 
“bilious attacks,” and other intestinal complaints are, 





in fact, suffering from recurrent depression, as are some 
cases diagnosed as “ hysteria.” Finally, the differential 
diagnosis of depression in the elderly from senile de- 
mentia and arteriosclerosis is of great value in the treat- 
ment and disposal of geriatric patients. 
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PROGNOSIS OF DEPRESSION WITH 
ELECTRICAL TREATMENT 


BY 
D. L. C. THOMAS, M.D., D.P.M. 


Late Senior Registrar, Psychiatric Department, 
St. George's Hospital 


A factual study has been made of the effects of elec-* 
trical treatment on 338 cases of depression, in the hope 
of being able to answer more precisely the sort of 
quéstions that are legitimately asked by patients, their 
relatives, and doctors about (1) the probable length of 
stay in hospital, (2) the number Of treatments likely to 
be necessary, (3) the chances of recovery, and (4) the 
likelihood of recurrence. This has necessarily involved 
secondary considerations of the different response to 
treatment and therefore different prognosis of various 
types of depressive illness. 

The 338 cases were given electrical treatment for 
depression in the wards of the psychiatric unit attached 
to St. George’s Hospital. Thirty-one of these showed 
schizophrenic or paranoid features or a history of pre- 
vious manic or hypomanic attacks in addition to the 
depressive illness itself. It is with the remaining 307 
that this paper is primarily concerned. None of these 
patients was certified, though some were certifiable, and 
it must be accepted that the conditions treated in this 
unit are probably less severe than many that are/seen 
in mental hospitals. Owing to the fact that up to two 
years ago there were few beds available for men, there 
were more female cases than male. Of the 307 patients, 
219 were women and 88 were men. Out-patient elec- 
trical treatment was available, but the clinical condition 
in each case was severe enough to warrant admission. 


It should be noted that the patients did not receive 
electrical treatment alone. In all cases, psychotherapy, 
sedation, and an occupational programme were given 
according to their needs ; nor were the social problems 
arising directly or indirectly from these illnesses dis- 
regarded. In particular, the help of the nursing staff 
was invaluable. These factors were invariably present, 
however, and do not invalidate the results from electrical 
treatment itself. 

Diagnosis 

The diagnosis and assessment of prognosis of these patients 
were not made by any one psychiatrist, but there is an ap- 
proximate conformity as all cases are discussed among the 
three consultants and registrars on the staff of this unit. The 
diagnostic groupings are those commonly used in psychiatry. 
These, and indeed all other diagnostic terms, have been 
criticized by different writers—fuor example, Lewis (1934) 
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and Hobson (1953)}—on the grounds that they are not con- 
stant enough or are not used with sufficient uniformity. But 
such criticism may be considered excessive, and it is be- 
lieved that there is in fact a consensus of opinion cencern- 
ing the use of diagnostic terms. Partridge (1954) indicates 
clearly the meaning that has been attached to the diagnosis 
of the cases under discussion here. The diagnoses were: 


en eae depressions . - .., 149 
” with agitation " aa Hy 

” ” ” ptoms ee 
ma - pa ania Parca stom ee hr 
“ ns = beasional symptoms od 4 
Involutional oa? Se 
Reactive a4 17 


The mention of hysterical ‘symptoms refers to their 
association with the depression regardless of whether they 
were features before the illness or not. The same is true 
of the other additional symptoms of anxiety, tension, ob- 
sessionalism, and hypochondriasis. Most of the patients 
with marked hypochondriasis fell into the involutional age 
period, but not all. 

Reactive depression, as used here, indicates a syndrome, 
precipitated by outside events, in which preoccupation with 
such events was prominent, and characterized by variability 
of the depression and other symptoms and by an absence 
of endogenous features. It does not refer to depressions of 
endogenous type precipitated by environmental circum- 
stances. 

So far as could be judged from the notes and from 
personal knowledge, the initial diagnosis had not been 
altered in the light of the effects of treatment. This point 
is of importance in view of the very different ways in which 
these groups behave. 


Method of Study 


The records of 307 cases were studied in detail, particu- 
larly with regard to the number of electrical treatments 
given, their spacing, the clinical response, and the stay in 
hospital. These immediate results are given below. 

The case material was then studied with a view to finding 
(a) any significant differences between the diagnostic sub- 
groups in their response to treatment ; (b) any indications of 
the minimum length of time that a patient should be kept 
in hospital to guard against relapse; and (c) the chances 
of recurrence after recovery or improvement. 

The rate of recurrence was investigated by finding what 
happened over a period of twelve months immediately 
following one month after the end of the initial course of 
treatment. Those patients who had been readmitted or were 
still attending the out-patient department were followed 
up by interviews. The remainder were followed up by 
letter, designed to elicit such concrete evidence of recurrence 
as shown by their having required further electrical treat- 
ment, Ieucotomy, or admission to a mental hospital or 
having committed suicide. This provided a yardstick against 
which the various types of depressions could be measured 
relative to each other. 

In general it was found that out of 307 cases 213 re- 
covered or were much improved (69%). A further 85 were 
improved (28%), and 9 were unchanged (3%). The average 
number of treatments required for patients whose recovery 
was straightforward was 5.7. The average stay for these 
69% who recovered or were much improved was 44 days. 


Difference Between Diagnostic Subgroups 


Cases with reactive depression did least well, while those 
endogenous depressions with hysterical and obsessional 
symptoms did less well than other endogenous forms 
(Table DPD. 

It may be added that the number of treatments and the 
duration of stay required for those cases in which progress 
was straightforward were slightly greater in the involutional 
depressions than in the other forms: 6 treatments as against 
5.2, and just over seven weeks as against just under six 
weeks. 


TaBLe I.—Response to Treatment 
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Reactive depression . ss 17 
Total be NA ats ay os -. | 213 (69%) 307 











Minimum Length of Stay after Treatment 


It is an observed fact that a certain number of those 
patients who made an initial improvement or recovery with 
electrical treatment later relapse quickly while still in hos- 
pital. (For our present: purposes the word “relapse” or 
interruption of recovery is used to indicate that the patient 
has needed further electrical treatment witfin four weeks 
of his initial course. The word “recurrence” is used to 
indicate any worsening of the state calling for further electri- 
cal treatment, readmission, or admission elsewhere, or result- 
ing in suicide, and occurring more than four weeks after 
the end of the initial course of electrical treatment.) 

The question of relapse is important in deciding how 
soon after treatment a patient may legitimately be dis- 
charged. If discharged too soon, readmission or treatment 
as an out-patient becomes necessary; if a patient is kept 
unnecessarily long, his time and a hospital bed are wasted. 
Opinions collected from other sources regarding the mini- 
mum necessary time of stay varied from fourteen to twenty- 
eight days. 

At this hospital the policy of giving a routine number of 
treatments is not practised, but the patient is treated accord- 
ing to his clinical condition. As a general rule, three treat- 
ments are given in the first week and two in each subse- 
quent week as may be necessary. In studying the case notes 
it was assumed, therefore, that if there had been at any point 
an interval of seven days or more without treatment then 
resumption of electrical treatment after that time indicated 
that the patient had relapsed. It was found that, out of 
the total of 307 cases, 81 patients fell into this “ relapse” or 
“‘ interrupted recovery” category. Table II shows the num- 
ber of patients relapsing in this way and the number of days 
that had elapsed before resumption of the treatment. 


TaBLe II.—Time Between Last E.C.T. of Initial Course and First 
Relapse E.C.T. (81 Cases) 


Days after Cessation of Initial Course of E.C.T. 











Day: s| slid 11] 12} 13] 14] 15} 16 17] 18 19} 20} 21) 22! 23) 24| 25) 21 
No.: frat] 8 6 4 8 3 4 1] 3) Ht 2 2 1 + ¢, 


It will be seen that the great majority of relapses had 
occurred by the fourteenth day after the end of the initial 
course of treatment, and that relapses after the sixteenth day 
occurred in only 13 out of the total of 307 patients. Of 
these last 13 cases six had actually relapsed some time 
before their electrical treatment was resumed: two of them 
had refused further treatment on first relapsing, one had 
prematurely discharged himself, two were on leave over 
Christmas and had preferred to stay it out, and one had 
had his treatment delayed on account of chest symptoms. 
It is felt that these six should be excluded from the group 
of 13 patients who relapsed after the sixteenth day. Of the 
remaining seven, one was a chronic depressive who relapsed 
repeatedly, another had a coexisting organic dementia, one 
was shown by later events to be a misdiagnosed 
prepared to have further electrical treatment in order to stay 
in hospital, and two received their last treatment more or 
less as a pat of encouragement before departing for the re- 
habilitation centre for which their tenuous improvement 
called. Thus it seems fair to say that only a doubtful seven 
cases out of a total of 307—that is 2%—have needed further 
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electrical treatment after the sixteenth day following the end 
of their initial course. In other words, 98% of cases could 
have been discharged sixteen days after their course of treat- 
ment, or 93% fourteen days after their course of treatment, 
without risk of relapse as the term is used here. 

It may be added that the number of treatments given 
before relapse averaged 5.4 (and in those cases which did 
not relapse it was just under 5.4), and the number of treat- 
ments after relapse averaged 2.4. As regards recovery or 
improvement, there was no difference between those who 
relapsed and those who did not (Table IID. 





Taste III.—Response to Treatment in Relation to Diagnosis — 
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Relapse occurred in 46% of involutional depressions and 
in 53% of depressions with hypochondriasis, whereas it 
occurred in only 21% of the rest of the cases (Table IV). In 
view of the numbers in the involutional group, their inci- 
dence of relapse may be taken as highly significant. Despite 
the small number of depressions with hypochondriasis the 


Taste IV.—Relapse Rate 
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relapse rate is also significant.* Comparing it against that 
of all the other groups combined, but omitting involutional 
cases, it will be seen that 8 out of 15 cases of depression 
with hypochondriasis relapsed, as against only 47 out of 242 
in the other forms. Using exact treatment for fourfold 
tables, the odds against this being due to chance are 49 to 1. 

In brief, 98% of relapses occurred by the sixteenth day 
and 93% by the fourteenth day after their initial course of 
treatment had ended. Relapse called for two or three 
further treatments. It occurred with significantly greater 
frequency in the involutional depressions and the depres- 
sions with hypochondriasis. 





*The level of significance is taken as 1 in 20 and of high sig- 
nificance over 1 in 100. 
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Of greater prognostic importance, however, was the find- 
ing that relapse, in the sense used here, was related to 


recurrence. 
Recurrence 


The investigation of recurrence was limited to what 
happened in a period of twelve months immediately follow- 
ing a month after the end of the initial course of electrical 
treatment. Of the 307 cases, 79 had been treated too 
recently for a follow-up of twelve months to be made. This 
left 228 cases, of whom 9 could not be traced, leaving 219 


in all. 


TasLe V.—Number of Those Who Recur in the Year Subsequent 
to a Month After the Last E.C.T. 
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Depression with hypochon- 
driasis : 1 2 
Depression with obsessional 
symptoms ‘ 
Reactive depression. 


Total , vA 6 29) 35 
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In general, 50 cases out of 219 had shown recurrence 
within twelve months (23%). The rate of recurrence in the 
diagnostic subgroups is shown in Table V. It will be seen 
that recurrence was more frequent in agitated depression, 
involutional depression, and depression with hypochondriasis. 

The principal finding, however, was arrived at only after 
detailed comparison of those cases that recurred with those 
that had relapsed while in hospital. It was then observed 
that when recovery on first admission had been smooth and 
sustained there was less tendency to recurrence than when 
recovery had not been smooth but had been marked by 
relapse. Of the 219 cases investigated for recurrence 160 
had shown a smooth and uninterrupted recovery ; in 59 the 
recovery had been interrupted by relapse. Of the 160 cases 
which had not relapsed on first admission, only 26 had 
recurred within a year; but of the 59 cases which had re- 
lapsed on first admission no fewer than 24 had recurred 
within a year. This result has high statistical significance 
and strongly suggests that relapse during the first admission 
is a bad prognostic sign which makes the chance of recur- 
rence within a year two and a half times as great as if that 


relapse had not occurred. Detailed findings are shown in — 


Table VI. 

It may be noted that, in the group that did not relapse 
during first admission, recurrences were shown by only 2 
out of 40 men, but by 24 out of 120 women. While 
superficially striking, this difference has bare statistical 
significance. 

It might at first be thought that as depressions with hypo- 
chondriasis and involutional depressions have a special ten- 
dency to relapse and to recur, their relative preponderance 
in the group that relapsed during first admission. might have 
weighted the figures so as to encourage a false conclusion 
that relapse is related to recurrence. But this is not so, as 
will be seen by reference to Table VII. This shows that, if 
involutional depressions and depressions with hypochon- 
driasis are both excluded, there is still a relation between 


TasBLe VII.—Showing that Recurrence Within the Year, Which 
is High in the Relapse Group, is Not Due to the Involu- 
tional and Hypochondriacal Cases which also Have a High 
Recurrence Rate (see Table V) and which Relatively Prepon- 
derate in the Relapse Group 























— Relapse Group 
No No 
Meoure. Recurr. mesure. Recurr. 
Involutional eeeress + a 
chondriasis 19 8 (30%) 11 11 (50%) 
Remainder .. ee an “a 115 18 (14%) 24 13 (35%) 
Total - + an 134 | 26 (16% 35 24 (41%) 











relapse during first admission and recurrence in the re- 
mainder of the cases. In fact, the recurrence rate in those 
cases that relapsed during first admission is still two and 
a half times as great as in those in which improvement was 
smooth and sustained. 

Other findings were that, independently of relapse during 
first admission, involutional depressions and depressions with 
hypochondriasis have a special tendency to recurrence. Age 


TaBLe VIII.—Findings in Relation to Age 

















+2 5 Average Ages 
at Sb. 34\* g eaten daadieaaaasiatiiatian 
at ts sie: ag} 2/.8 
->$/|.. 2) 3 Pe} 
266 382\ 23129 2, @ /28) & 126 
No relapse, no recurrence | 10 15 |40 |5:3|46 | 46-2, 45-5/45-5 | 45 
No relapse, but recur- 
rence .. ae oF 7 18 |45 | 5-6|53 | 58-2) 50-2) $0-75)242 
Relapse no recurrence. . 8-5 12 |57 | 7-7 | 46-5|46-4/48 |41 /|249 
Relapse and recurrence 8 16 |61-5|8 |44-5|40 |48 |44-1 | 50 





























Average stay in hospital before treatment: depression with hysterical 
features, 10-4 days; reactive depression, 10-9 days. 


appears to have little significance except in the group that 
did not relapse but nevertheless showed recurrence, in which 
agitated depressions, depressions with hypochondriasis, and 
involutional depressions predominated ; these were the more 
elderly cases (Table VIII. Age, however, was prognosti- 
cally less important than the occurrence of relapse, as shown 
by the fact that the average age of the group that both 
relapsed and showed recurrence was the lowest of the four 
groups. . os 
Finally, the degree of recovery achieved did not influence 


. the chances of recurrence (Table IX). In brief, 23% of 


cases recurred within twelve months, regardless of the de- 


TaBLe [X.—Showing that Patients who Recover, or are Much 
Improved, Have the Same Chance of Recurrence During the 
Year as do the Remainder 




















| No Recurrence Total 

ete: No. % 
Recovered or ee nates e «a 120 37 2A% 157 
Remainder .. a | ae 49 13 | 21%) 62 





gree of recovery achieved. Recurrence was commonest in 
agitated depression, involutional depression, and depression 
with hypochondriasis. There was some association between 
age and recurrence on that account. Of much greater 
prognostic consequence, however, was the finding that re- 
lapse during the course of previous treatment was statisti- 
cally related to recurrence, and appeared to make the 
chances of the latter two and a half times greater than if 
relapse had not occurred. 


Cases with Schizophrenic and Paranoid Features 


There remain 31 cases; of these 12 showed depression 
with schizophrenic or paranoid features, 16 had shown 
mania or hypomania in addition to depression, and 3 were 
entirely anomalous. Neither the group with manic features 
nor the anomalous cases were such as to lend themselves to 
statistical study, and for our present purposes they have 
been omitted. 

Of the 12 cases of depression with schizophrenic or para-- 
noid features, 11 recovered or were much improved, and 
only 1 recurred, although one case was untraced (Table X). 


TaBLe X.—Results in Cases with Schizophrenic and Paranoid 
































Features 
[oy with Depression with Schizo- 
Parap! Depression | phrenic/Paranoid features 
Initial Recurrence Initial Recurrence 
Result after 1 year Result after 1 year 
Straightforward Group 
Recovered 2 
Much improved . 2 2 a 1 
Improv 3 2 1 
Unchanged 2 2 
Total | 7 6 7 1 
Relapse Group 
Recovered 1 4 
Much im roved . 1 
Improv . 1 Untraced 
Unchanged 1 1 
Total 3 2 5 
Grand total . . 10 8 12 oy 














Comparison of these figures with a separate series of 10 
frankly schizophrenic patients with marked depressive ad- 
mixture shows that the latter did less well in that 8 out of 
the 10 showed recurrence within twelve months. The: 
numbers are small, but the difference (by the exact methods); 
is highly significant, and suggests that depressions with 
paranoid or schizophrenic symptoms behave in much the 
same way as depressions with less ominous features. 
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Of 307 cases of depression given electrical treatment, 
69% recovered or were much improved, 28% were im- 
proved, and only 3% were unchanged. 

Reactive depressions did least well; endogenous 
depressions with hysterical or obsessional symptoms did 
less Well than other forms. Of endogenous depressions 
without special features, 81% recovered or were much 
improved. Involutional depressions, depressions with 
hypochondriasis, and agitated depressions reacted 
similarly. 

Patients whose recovery was smooth stayed between 
five and six weeks and averaged 5.4 treatments. Involu- 
tional depressions with smooth recovery stayed seven 
weeks and needed an average of six treatments. 

In 26% of all cases the recovery was not smooth or 
sustained. This “relapse” or “interruption of re- 
covery” is of prognostic significance as _ regards 
recurrence, 

Of the 81 (26%) cases “ relapsing” during treatment, 
74 did so between eight and sixteen days after the end 
of their first course of treatment and only 7 after the 
sixteenth day—that is, 98% of patients could have been 
discharged by the sixteenth day after treatment with- 
out risk of relapse. Those cases that “relapsed” in 
hospital needed 2.4 more treatments on an average. 
There was a special tendency to this form of relapse 
in the involutional group (46%). 

Of 228 patients whose progress was followed over a 
period of thirteen months from the end of treatment, 
23% showed recurrence. 

The rate of recurrence was higher in cases 
of involutional depression, agitated depression, and 
depression with hypochondriasis (38%, 41%, and 33% 
respectively). Recurrence bore no relation to the degree 
of recovery achieved by treatment. 

The recurrence rate in all cases is closely related to 
the “relapse” rate while under treatment, irrespective 
of the diagnosis. Such recurrence rate is not attribut- 
able to the frequency in this group of involutional cases, 
although these happen to have the highest “ relapse ” 
rate. 

Of those who “ relapsed” while in hospital—that is, 
needed further E.C.T. after a period of seven days or 
more without it—41% showed recurrence within thirteen 
months, as opposed to 16% of those with an uninter- 
rupted recovery. This interesting prognostic finding 
seems not to have been recorded before. 


I would like to thank Dr. D. Curran for suggesting this paper, 
Dr. Curran and Dr. M. Partridge for their help with its com- 
position and for their generously offered suggestions, and to 
Dr. Fraser Roberts for his advice and for making available his 
expert statistical knowledge. 
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Sir Isaac Pitman and Sons, Ltd., announce that, as from 
October 1, they have taken over the Lippincott range of 
medical books. They will now publish these books through- 
out the world, except in the U.S.A., Canada, Australia, and 
the Philippines. A new company, Pitman Medical Publish- 
ing Co., Ltd., has been formed to take charge of this arrange- 
ment, and also to take over Pitman’s own medical books. 


RAPID ESTIMATION OF THE SERUM 
VITAMIN B.:; LEVEL BY A 
MICROBIOLOGICAL METHOD 
BY 


RONALD H. GIRDWOOD, M.D., Ph.D. 
F.R.C.P.Ed., M.R.C.P. 


. (From the Department of Medicine, University of Edinburgh) 


In a previous investigation attempts to measure the 
serum level of vitamin B,, by its ability to support the 
growth of the organism Lactobacillus leichmannii were 
unsatisfactory (Girdwood, 1953a). This was because the 
diluted, heated serum not only of normal persons but 
also of those with pernicious anaemia was capable of 
maintaining the growth of the test organism. It was con- 
cluded that this activity was due, not to vitamin B,, 
itself, but possibly to desoxyribosides of thymine, 


" guanine, and hypoxanthine. 


While these observations were awaiting publication, 
Rosenthal and Sarett (1952) in New Orleans described a 
method for estimating the serum vitamin B,, level, 
using L. leichmannii as the test organism, and with it 
they found in normal subjects that the level was of the 
order of 80-420 pyug./ml. The technique adopted by 
these workers differed in several ways from my own, 
notably in that the serum was treated with an acetate 
buffer of pH 4.6. In the earlier investigations I had 
used either no buffer or a phosphate buffer of pH 6.8. 
The American workers measured their results by titra- 
ting the acid produced by the organisms after incuba- 
tion for sixty-five to seventy-two hours, whereas I carried 
out photoelectric measurements of the growth of the 
organisms after incubation for sixteen hours. Since the 
apparent serum vitamin B,, levels thus obtained by 
Rosenthal and Sarett (1952) were much lower than my 
own figures, it was decided to carry out further 
investigations. 

Most of the data concerning the serum level of vita- 
min B,, have been derived from measurement of the 
growth of the protozoon Euglena gracilis (Hutner et al., 
1949 ; Ross, 1950 ; Mollin and Ross, 1953). This method 
is easy to carry out-when the necessary apparatus is 
available, but its advantage to the clinician is lessened 
by the fact that results are not available within a week. 

The workers at New Orleans have kindly kept us 
informed of their findings with the L. leichmannii assay 
and have recently published the results of their investiga- 
tions (Unglaub et al., 1954), which, unlike my own, have 
concerned the value of the L. leichmannii assay inv 
differentiating. between the serum of a pernicious 
anaemia patient and that of other persons. My aim has 
been to obtain even more rapid readings by incubating 
the inoculated mixture of serum and culture medium 
for only sixteen hours. 


Material and Methods 


Unless otherwise stated, the pernicious anaemia patients 
were typical cases in relapse. In referring to patients with 
other forms of megaloblastic anaemia, the term “ megalo- 
blastic ” is used only where the marrow was similar to that 
of untreated pernicious anaemia. The controls included 
approximately equal numbers of non-anaemic persons and 
of people with non-megaloblastic anaemia. 

Into a sterile container was put 20 ml. of blood, which 
was allowed to clot. The preparation of the serum for 
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assay was by the method of Rosenthal and Sarett (1952), 
an acetate buffer at pH 4.6 being used. The medium was 
modified from that of Thompson ef ail. (1950) by the addition 
of thioglycollic acid and the withdrawal of ascorbic acid 
and fumaric acid. It was found that certain batches of 
hydrolysed casein gave such high blanks that they were 
unsuitable for use in the medium. The cyanocobalamin 
standard and the diluted serum were added prior to the 
autoclaving of the medium, but in our most recent studies 
we have obtained satisfactory results, with lower blanks, by 
adding these aseptically. The growth of the test organism, 
L. leichmannii, was estimated by turbidity measurements 
after incubation for sixteen hours at 37° C. 


Results 


In Table I are given the results of triplicate assays on the 
same samples of sera. 


TaBLeE I.—Results of Triplicate Assays of the Serum Level of 
Vitamin B,, in 10 Patients by L. leichmannii Assay 





\ 





Case Serum vitamin B,, (uug./ml.) 
1 <50 < 50 <50 
2 <50 < 50 < 50 
3 <50 <50 80 
4 50 80 60 
5 100 140 130 
6 150 160 160 
7 180 280 230 
8 185 185 200 
9 200 270 240 
10 430 450 300 








With the kind co-operation of Dr. G. I. M. Ross, of the 
Postgraduate School of London, specimens of serum were 
exchanged and estimated in Edinburgh by the L. leichmannii 
technique- and in London by the Euglena method. The 
diagnosis was unknown to the recipient in each case, and 
the results of the assays, which are given in Table II, were 
posted on the same morning. 


TaBLe IIl.—Duplicate Assays of Serum for its Vitamin B,, Content 
by Two Techniques: Specimens Exchanged Between London 
and Edinburgh 











Serum vitamin B,, levels 
Case Diagnosis (aug. /ml.) 
L. leichmannii| E. gracilis 
Serum sent from London 
il Pernicious anaemia in relapse . . a 80 60 
12 o o o” wx « ean 98 50 
13 {| Pooled sera - ‘“ a ies 310 365 
14 am bo 4 ~ - ole 370 340 
15 ». .» With added vitamin B,, .. 490 520 
16 | Atypical leukaemia .. a a 870 1,250 
Serum sent from Edinburgh 
17 | Subacute combined degeneration .. 50 50 
18 | Pernicious anacmia in relapse «sn 125 50 
19 ” oP ” ” ** 120 215 
20 ” ” ” 150 1 
21 .) » treated . 300 185 
22 | Iron-deficiency anaemia 320 195 
23 Neurosis . . a 410 380 
24 i 540 














Cases 17 to 21 all responded to vitamin By therapy. 

Pernicious Anaemia in Relapse-—-The number of cases 
investigated was 36. In 11 of these the reading was less 
than 50 pug./ml. In the others the range was 55-200 
peg./ml. (mean 95 ppg./ml.). In only two instances did the 
reading exceed 130 ywpg./ml., and it will be seen from 
Table II that in one of these a similar high reading was also 
obtained by Dr. Ross. All the patients responded to treat- 
ment with vitamin Bi. 

Other Forms of Megaloblastic Anaemia.—The results 
are summarized in Table III. It will be seen that the serum 
vitamin Biz level was less than 130 «ug./ml. in one patient 
with idiopathic steatorrhoea and in one who developed 
megaloblastic anaemia five years after partial gastrectomy 


TABLE III.—Serum Vitamin B,, Levels (L. leichmannii) in Forms 
of Megaloblastic Anaemia other than Pernicious Anaemia 








No. with 
Cause of Megaloblastic | No. of Mean Range less than 
Anaemia Cases | (uug./ml.) | (upg./ml.) 130 
uug./rol. 
Pregnancy .. eu ps 12 257 160-440 -— 
Idiopathic steatorrhoea_ .. 10 219 120-370 1 
Regional jejunitis . . on 1 180 — — 
Partial gastrectomy - 1 95 — 1 

















for gastric ulcer. The latter patient was then treated with 
vitamin Biz alone and showed a good haemopoietic response. 
It is of interest that another patient who developed macro- 
cytic anaemia seven years after partial gastrectomy for 
gastric ulcer also had a low vitamin By level. The blood 
findings were Hb, 8.1 g. per 100 ml.; red cells, 2,320,000 
per c.mm.; C.L, 1.18; M.C.V. 125 cubic ». The marrow 
was not frankly megaloblastic, but transitional erythroblasts 
were present. A differential urinary folic-acid-excretion test 
(Girdwood, 1953b) showed no evidence of malabsorption of 
folic acid. The serum vitamin Biz level was 110 ug/ml. 
It was considered that the anaemia was due to vitamin By 
deficiency, but for experimental purposes folic acid therapy 
was given alone. After six months of this treatment the 
serum vitamin By: level remained unchanged and there was 
no clinical or haematological deterioration, or any evidence 
of neurological involvement. In four patients who had not 
developed anaemia after partial gastrectomy the serum 
vitamin By levels were respectively 140, 170, 250, and 
250 “ug./ml. 

Other Conditions.—In 50 control cases the serum vitamin 
Biz levels ranged from 50 to 870 uug./ml. (mean 320 pyg./ 
ml.). In only three instances was the level less than 130 
ppg./ml. The reading was 50 uxvg./ml. in two patients whose 
clinical features suggested pernicious anaemia and who had 
histamine-fast achlorhydria. One of these, who now had 
macrocytic anaemia and neurological features, had been given 
forty-eight capsules of a blunderbuss haematinic containing 
folic acid without vitamin By six months previously. In 
both these patients the marrow was normoblastic, but there 
was a slow haemopoietic response to vitamin By therapy. 
There was no evidence of hepatic or renal disease. In the 
case of the patient with evidence of subacute combined 
degeneration of the cord there was sufficient serum for a 
sample to be sent to Dr. Ross, and with the Euglena assay 
he too estimated the level’ to be 50 pug./ml. The third 
patient, who had a reading of 70 uug./ml., had refractory 
iron-deficiency anaemia manifesting itself twenty-five years 
after a gastro-enterostomy operation. The marrow was 
normoblastic. 

Pernicious Anaemia under Treatment.—Our findings were 
similar to those of other workers and need not be given in 
detail. Serum vitamin By levels could be maintained by 
injections of vitamin By or by the oral administration of a 
preparation of cyanocobalamin and intrinsic factor. In one 
patient with pernicious anaemia in relapse, 200 »g. of cyano- 
cobalamin snuff daily for fourteen days raised the vitamin 
By level from 90 to 510 «ug./ml. ; 


Discussion 


By means of the L. leichmannii assay performed in this 
way it is possible to obtain within twenty-four hours a 
measurement of the serum vitamin By level. The method 
is speedy, but suffers from the difficulties common to all 
methods of microbiological assay, and is probably more 
prone to technical troubles than is the Euglena assay. The 
measurement includes both free and bouhd vitamin Bu. 

In most instances the clinician can diagnose pernicious 
anaemia easily and without complicated biochemical investi- 
gations, but in a minority of cases the exact nature of the 
megaloblastic anaemia may not be clear. In practically all 
such cases a combination of a serum vitamin Bi: assay and 
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a differential urinary-folic-acid-excretion test (Girdwood, 
1953b) will clarify the diagnosis. It should be noted that 
one cannot exclude malabsorption of folic acid merely by 
obtaining a normal result with a fat-balance test carried 
out over a short period of eight days. 

Most of the cases reported here with megaloblastic 
anaemia in association with idiopathic steatorrhoea had a 
differential urinary-folic-acid-excretion test carried out, and 
there was evidence of malabsorption of folic acid and a 
normal level of serum vitamin By in all cases except one. 
These findings explain why most patients with the “ mal- 
absorption syndrome ” respond so much better to folic acid 
than to vitamin Bi. 

In considering serum vitamin By levels in pernicious 
anaemia patients under treatment, it is important to remem- 
ber that in the normal person there are large stores of 
cobalamin substances, particularly in the liver (Girdwood, 
1952), and that the serum measurement does not necessarily 
give any information about the extent of depletion of these 
stores. It is likely that megaloblastic anaemia in pernicious 
anaemia is a late manifestation of generalized deficiency of 
vitamin By. I have previously made the suggestion that 
subacute combined degeneration of the cord may develop 
in the absence of anaemia because of the presence of folic 
acid substances in the body, and shown (Girdwood, 1952) 
that substances with folic acid activity for the growth of 
micro-organisms may be present in the liver of a pernicious 
anaemia patient in the absence of vitamin By. The patient 
referred to above who had clinical features of subacute 
combined degeneration of the cord and a low serum vitamin 
Biz level despite the presence of a normoblastic bone marrow 
may have had the megaloblastic changes but not the neuro- 
logical complications prevented by the folic acid in the 
blunderbuss haematinic that had been given before she was 
referred to hospital. 


Summary 
The serum level of vitamin B,, has been estimated by 
a Lactobacillus leichmannii growth method in 36 patients 
with pernicious anaemia in relapse, 24 patients with other 
forms of megaloblastic anaemia, 55 persons who did not 
suffer from megaloblastic anaemia, and 20 patients with 
pernicious anaemia under treatment. 


The level was less than 130 puyug./ml. in 34 out of 36 
cases of pernicious anaemia jin relapse, in one patient 
who had megaloblastic anaemia and another with macro- 
cytic but not frankly megaloblastic anaemia after partial 
gastrectomy, in one with idiopathic steatorrhoea, and in 
three other persons, two of whom had macrocytic 
anaemia with a normoblastic marrow and who re- 
sponded to vitamin B,, therapy. It exceeded 130 pyg./ 
mil. in all the other patients tested. 


The method is speedy, and together with the differen- 
tial urinary-folic-acid-excretion test is of value in the 
investigation of the pathogenesis of complex cases of 
megaloblastic anaemia. 


My thanks are due to my technician, Mr. Robert Brown, for 
carrying out many of the assays. The work was aided by the 
John Risk Bequest. 
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ANTAGONISTIC EFFECT OF ORAL 
VITAMIN K: ON THE ACTION 
OF ETHYL BISCOUMACETATE AND 
PHENYLINDANEDIONE 


BY 
J. N. M. CHALMERS, M.D., M.R.C.P., D.P.H. 
M. F. DIXON, M.B., BS. 


AND 


W. POLACK, A.1.M.L.T. 


(From the Haematology Department, St. George's Hospital 
Medical School) 


There are, to date, few British reports on the value of 
vitamin K, (2-methyl-3-phytyl-1 : 4: naphthaquinone) for 
antagonizing or modifying the “ hypoprothrombinaemic 
effect of the anticoagulant drugs dicoumarol (3,3’- 
methylene-bis-4-hydroxycoumarin), “ tromexan” (ethyl 
biscoumacetate ;__ bis-3 : 3’(4-hydroxycoumariny)) - ethyl 
acetate), and “dindevan”™ (phenylindanedione; 2- 
phenyl-indane-1 : 3-dione). As the last two drugs are 
now widely used in the treatment of thrombo-embolic 
disease, the effect of fat-soluble vitamin K, in relation 
to the use of these anticoagulants requires emphasis. 


Material and Methods 


A series of experiments was performed on groups of 
healthy subjects who were taking regular doses of ethyl 
biscoumacetate or phenylindanedione in _ therapeutic 
amounts. At set times, while taking one or other of these 
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Fic. 1.—Prothrombin activities on stopping tromexan (ethyl 

biscoumacetate) administration. The arrow indicates wher 
00 mg. of vitamin K, was given orally. 
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drugs, a single oral dose of 100 mg. of vitamin Ki was 
administered under supervision. The vitamin K; used was 
in the form of a solution with emulsifiers, which, when 
added to water, forms a finely dispersed emulsion having a 
particle size of about 3 ». The solution was stored in 
brown glass bottles in a dark cupboard at room temperature. 
It was found convenient to administer the vitamin Ki, in a 
small amount of fruit juice in order to overcome its some- 
what bitter taste. Mixing with the juice to form an emulsion 
was carried out immediately before a dose was given. 

As a rule, experiments involving six individuals under 
the same regime were run in parallel. Prothrombin activity 
estimation was performed at frequent intervals under stan- 
dard conditions. Venous blood was collected and 2 ml. 
amounts were measured into tubes containing 0.2 ml. M/10 
potassium oxalate which had been evaporated to dryness. 
The tubes of blood were centrifuged, the plasma was separ- 
ated, and estimations of prothrombin time were performed 
without delay, using a one-stage method (see Quick, 1951). 
Depending on the batch of human brain extract thrombo- 
plastin employed, normal prothrombin times ranged from 
10 to 13 seconds. The same batch of thromboplastin giving 
a uniform normal value was used throughout each group of 
experiments. Calculation of so-called prothrombin activity 
was made by reference to an activity curve constructed by 
serial dilution of normal plasma with tricalcium-phosphate- 
absorbed normal plasma and the prothrombin time of such 
dilutions plotted on graph paper. This method gives a 
straight-line graph with results which are often some 50% 
lower than activities recorded using a saline dilution curve 
in relation to blood samples obtained from patients receiving 
these anticoagulants. 

Patients under treatment with ethyl biscoumacetate or 
phenylindanedione who had low prothrombin activities were 
also given single doses of vitamin K; in amounts ranging 
from 10 to 100 mg., and similar laboratory studies were 
made. 

Results 


Fig. 1 shows the results of two separate experiments per- 
formed on each of six individuals. The continuous lines 


show prothrombin activities during and after stopping ad- 
ministration of ethyl biscoumacetate. The broken lines 
show the values obtained in the same subjects some three 
weeks later when (on the fifth day of the experiments) a 
single oral dose of 100 mg. of vitamin K; was taken at the 
same time as the last dose of ethyl biscoumacetate. In each 
case the dose of vitamin K:; significantly shortened the time 
taken for prothrombin activity to return to normal. 

Fig. 2 shows the results of six experiments in which 
normal subjects were given 100 mg. of oral vitamin Ki while 
maintained on therapeutic doses of ethyl biscoumacetate. 
In five instances, prothrombin activities were veering to- 
wards normal in four hours and showed normal activity 
between 24 and 30 hours after the vitamin K; had been taken. 
In experiment 6 the prothrombin activity was normal four 
hours after taking the dose of the vitamin. Values remained 
normal for one to three days even although ethyl biscoum- 
acetate ‘was continued in the same dosage. Prothrombin 
activities following the discontinuation of ethyl biscoum- 
acetate are also shown. 

Fig. 3 shows the influence of a single oral dose of 100 mg. 
of vitamin K; taken by six normal subjects while receiving 
phenylindanedione. All these subjects continued to take 
regular doses of phenylindanedione throughout the period 
of the trial, the dose of vitamin Ki being given on the fourth 
or fifth day. In two subjects prothrombin activities were 
normal in 24 hours, and in three the values were normal 
when tested 48 hours after the dose of the vitamin had been 
taken. In the case of the remaining individual, the pro- 
thrombin activity was increased by some 40% within 48 
hours. 

Fig. 4 shows examples of the effect of 30-mg. doses of 
oral vitamin Ki on the prothrombin activities of patients re- 
ceiving treatment with ethyl biscoumacetate or phenyl- 
indanedione for thrombo-embolic disease. The modifying 
action of the vitamin on that of the anticoagulant is 
shown. 

Reviewing results obtained from normal subjects and 


hospital patients and disregarding the length of time of anti- 
coagulant administration, we have nine instances in which 
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Fic. 2.—The antagonistic effect to tromexan of a single dose of oral vitamin K,. The arrow indicates administration of 100 mg. 
of vitamin K, orally. 
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pe. 3.—The antagonistic effect of a single dose of oral vitamin 
K, to dindevan (phenylindanedione). The arrow indicates ad- 
ministration of 100 mg. o Vitamin K, orally. 


frequently repeated tests were performed on persons after 
ethyl biscoumacetate was stopped. The average time taken 
for the prothrombin activity to return spontaneously to 
normal was 44.3 hours (¢@=7.4). In 18 instances, in which 
repeated testing was possible after the individuals had 
received 100 mg. of vitamin K; at the time of taking their 
last dose of ethyl biscoumacetate, the average time taken 
for the prothrombin activity to return to normal was 10.3 
hours (¢=4.8). Employing frequent tests, it was found that 
six normal subjects, on stopping phenylindanedione, took an 
average time of 61.6 hours (e=10.9) for the prothrombin 
activity to return to 
normal. In_ contrast, 
ten subjects _simi- 
larly tested after taking 
100 mg. of oral vita- 
min K; with their 
last dose of phenyl- 
indanedione showed an 
average time of 12.6 
hours (¢=6.3) for their 
prothrombin activities 
to return to 100%. 


Discussion 


Early reports on the 
action Of vitamin Ki, 
and‘its oxide in relation 
to dicoumarol therapy 
were made by Davidson 
and MacDonald (1943) 
and Lucia and Aggeler 
(1944). These and sub- 
sequent papers by James 
et al. (1948, 1949, 1951), 
Miller et al. (1950), and 
0 Douglas and Brown 
eee 200] 100] 100/ 100100] 100] 100] 10011007 (1952) showed _that, 
Day, n+it 121314151617 nod jwiu} | When given intra- 
venously, vitamin Kz, 
Fic. 4.—Influence of 30-mg. doses and its oxide showed 
of oral vitamin K, on prothrombin an aftagonistic action 


levels of patients taking tromexan . 
or dindevan. to the dicoumarol group 
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of anticoagulants. Fat-soluble vitamin Ki was much superior 
to water-soluble vitamin K .analogues, which had a very 
limited or doubtful value in influencing hypoprothrombin- 
aemia due to dicoumarol-like drugs. 

The action of oral vitamin K; in influencing the effect of 
dicoumarol-like drugs or phenylindanedione has been re- 
ported by Reid (1951), Fuller and Barker (1951), and Toohey 
(1952, 1954). Koller (1952), using oral vitamin K; in the 
form of an emulsion, found that relatively very small doses 
were effective compared with those previously used—for 
example, by Toohey (1952), employing the simple oily sub- 
stance. Koller found that an oral dose of the emulsion 
containing as little as 5 mg. could raise Quick’s one-stage 
prothrombin time to normal, even although administration 
of a dicoumarol group drug was continued. In a recent 
report Toohey (1954), using the same emulsion as Koller 
and ourselves, found oral amounts of 5-15 mg. of vitamin 
K; sufficient to restore the prothrombin time to a safe thera- 
peutic level in patients receiving short-acting anticoagulants. 
Other European reports on the effect of oral vitamin K; on 
the action of phenylindanedione have been made by Breda 
et al. (1952-3) and Perlick (1953). 

Our experience, in common with that of most other 
authors using water-soluble vitamin K analogues (for 
example, Douglas and Brown, 1952), has been that such 
water-soluble preparations, given orally or parenterally in 
generous dosage, were either ineffective or of very doubtful 
value in influencing the one-stage prothrombin levels of 
patients receiving either dicoumarol-like drugs or phenyl- 
indanedione. While it has been shown that the coagulation 
defect caused by these drugs is probably due primarily to 
a reduction of factor VII, prothrombin itself is also affected. 
However, the term “ hypoprothrombinaemia ” is, in general, 
used in this respect to cover a reduction of both these 
factors and possibly other components of the coagulation 
mechanism. 

The practical importance of the vitamin K: emulsion 
which is now generally available lies in giving the physician 
a substance which can rapidly modify an unduly low or 
potentially dangerous drug-induced hypoprothrombinaemia 
or correct it in the emergency of haemorrhage. 

For the experiments recorded in this paper, 100-mg. doses 

of oral vitamin K; in special emulsion were used through- 
out. This is obviously far too large an amount to use as 
a modifying dose in practice, as it would carry with it the 
risk of making the patient temporarily resistant to the anti- 
coagulant drug for some days as well as that of running 
the danger of further thrombosis occurring after a rapid 
return of the prothrombin level to normal. As in our 
experience doses of 30 mg. of oral vitamin K: have been 
shown to raise the prothrombin activity by about 20% 
6 to 12 hours while anticoagulant therapy is maintained, 
it is now our practice to use oral doses of 10-15 mg. of oral 
vitamin K; in the emulsion form to bring unduly low 
prothrombin activities to our desired therapeutic level of 
5-15%. These single doses of vitamin K: are particularly 
valuable when so-called loading doses of ethyl biscoum- 
acetate or phenylindanedione have caused too great a depres- 
sion of prothrombin activity in patients who are unduly 
sensitive to the action of these anticoagulants. 

The availability of vitamin K: should not be regarded as 
making strict supervision of all patients under treatment 
with these anticoagulants any less essential, but the know- 
ledge of its powerful antagonistic action will increase con- 
fidence in using ethyl biscoumacetate and phenylindanedione 
in amounts sufficient to reduce prothrombin activity to those 
low levels which are regarded by most workers as thera- 
peutically desirable. 


Summary 


A series of experiments is described in which normal 
subjects were given oral doses of emulsified vitamin K, 
while receiving the anticoagulant drugs ethyl biscoum- 
acetate or phenylindanedione. 
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A marked antagonistic effect of the vitamin K, on 
the hypoprothrombinaemia caused by these drugs is 
shown. 

Patients with low prothrombin activities, when given 
vitamin K, emulsion, showed modification of the pro- 
thrombin level while maintained on regular dosage of 
either ethyl biscoumacetate or phenylindanedione. 

The application of these effects to the management of 
anticoagulant therapy is discussed. It is emphasized that 
small doses of, vitamin K, of the order of 10-15 mg., 
when used in this particular form, should normally be 
employed if states which are refractory to the action 
of these anticoagulant drugs are to be avoided. 

The fact that vitamin K, is now generally available 
makes it safer to use dicoumarol-group drugs or phenyl- 
indanedione in obtaining therapeutic levels of hypo- 
prothrombinaemia. 


Thanks are due to those students and members of the 
Medical School staff who volunteered as subjects for the experi- 
ments, and to Roche Products Ltd. for supplies of the vitamin K, 
solution used. 
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TRIAL OF HEXYLRESORCINOL AS AIR 
DISINFECTANT FOR PREVENTION 
OF COLDS IN OFFICE WORKERS 

BY 
O. M. LIDWELL, D.Phil. 
AND 


. R. E. O. WILLIAMS, M.D. 
M.R.C. Air Hygiene Laboratory, Colindale 


Hexylresorcinol was recommended for use as an air 
disinfectant by Twort and Baker (1942). Bourdillon 
et al. (1948), in their comparative study of a variety of 
possible disinfectant agents, showed that as little as 2 ug. 
per cu. ft. (about 70 ug. per m.*) was needed to produce 
a killing rate of 10 an hour against natural salivary bac- 
teria sprayed from the mouth ; but they could not obtain 
a killing rate of 30 an hour with any attainable concen- 
tration. The only field investigation reported appears 
to be that of Dickson (1953), who dispersed hexyl- 
resorcinol from “ aerovap”™ vaporizers in a number of 
government offices in Dublin, and recorded a decrease 
in the amount of sick-absence among the staff in the 
treated rooms. : 

During the winter of 1951—2 we made some preliminary 
observations on the incidence of colds among the staff of 
the central offices of the then Ministry of National In- 


surance in Newcastle-upon-Tyne, using the personal- 
interview method of enumerating colds described by 
Reid, Williams, and Hirch (1953). Since the attack rates 
recorded in six separate rooms, each with about 45 staff, 
were very similar, the situation seemed suitable for a 
test of the value of hexylresorcinol for the reduction of 
the incidence of colds. This paper reports our failure 
to achieve any reduction in a carefully controlled trial 
carried out in the winter of 1952-3. 


Material and Methods 


Population Studied.—The investigation was made in eight 
rooms, each of about 26,000 cu. ft. (736 m.*) capacity, and 
each having 40-45 staff. They were particularly suitable 
for a controlled study, since the rooms were identical in 
size and shape, and very similar in the layout of furniture 
and fittings. The staff in each room were very similarly 
distributed in respect of age, sex, and status. In two 
groups of five and three rooms, the work done was identical. 
The observations made during 1951-2 had shown that the 
attack rates for colds in each of six rooms (similar to and 
including some of those observed in the present work) did 
not differ greatly, the room attack rates varying from 
4.5 to 6.2 per 100 person-weeks of exposure. 


Recording of Illness—As in the study reported by Reid 
et al. (1953), a nurse visited each member of the staff once 
a week and inquired for a history of any upper respiratory 
illness occurring during the past week. The great majority 
of the incidents recorded were typical common colds, with 
no symptoms of fever and no aches or pains. The symp- 
toms for each incident were recorded, and we can distinguish 
a group of influenza-like illnesses ; there was, however, no 
epidemic of virus influenza recognized in Newcastle during 
the winter of 1952-3. For the purpose of analysis we have 
not regarded any cold as a new cold if it occurred in the 
week immediately succeeding a week in which another new 
cold was recorded. 


Installation of Vaporizers-——Four “ aerovap”™ vaporizers, 
each designed to yield 30 mg. of hexylresorcinol an hour, 
were installed in each of six rooms. These vaporizers were 
simple electrically heated pots which maintain the hexyl- 
resorcinol at a temperature of about 116°C. Distribution 
of the vapour around the room was dependent on natural 
air currents. During the period September 8, 1952, to Janu- 
ary 22, 1953, hexylresorcinol was put into the vaporizers 
in three of the rooms, A, B, and C. Three other rooms, 
D, E, and F, had vaporizers running but containing only an 
inert material. Two further rooms, G and H, had no 
vaporizers. On January 22 the hexylresorcinol was trans- 
ferred to the vaporizers in rooms D, E, and F without 
informing either the occupants of the rooms or the nurse 
who recorded the colds. Rooms A, B, and C then had 
the inert material. 


Relative Humidity—The relative humidity in the offices 
was recorded twice weekly ; it varied between 50 and 60% 
throughout the investigation except for a short period in 
March and April, 1953, when it fell to 40-50% 


Air Sampling—On fopr occasions during the winter, 
samples were collected from the air for bacteriological 
analysis with a slit-sampler modified from those described by 
Bourdillon et al. (1948). Two different counts of airborne 
bacteria are recorded in the tables. The “ general count” 
is the number of particles carrying viable bacteria that grow 
on serum agar incubated at 37°C. for 18-20 hours. The 
count of “ mouth streptococci” was obtained by method C 
of Williams and Hirch (1950), and is an estimate of the 
number of streptococci thought to be derived directly or 
indirectly from the mouths of the occupants of the room. 
The Str. salivarius count is another measure of mouth pol- 
lution of the air. Air samples for estimation of hexyl- 
resorcinol content were taken on one occasion, the air being 
bubbled through phosphate buffer, which was subsequently 
reacted with diazotized sulphanilic acid. 
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Results 


incidence of Colds.—There was no detectable difference 
between the incidence of colds in the treated and control 
rooms (Table I). There was reasonable consistency in the 


Taste I.—Incidence of Colds Per 100 Person-weeks at Risk 



































Rooms Treated Rooms with j{ Untreated 
with Dummy Control 
Hexylresorcinol Vaporizers Rooms 
A B Cc D E F G H 
~y iaeaeanaiy ee 966 | 1,096] 947 | 978 | 720 | 959 | 882 | 1,187 
0. of person- . 
Colds .. 92} 82/86) 7-8) 71 | 80] 8-0] 7-9 
D E A B Cc G H 
Jan. 22-May 12, 1953 
No. of person-weeks 789 | 993 | 765 | 761 | 900 | 771 | 683 | 768 
Colds .. ks 45) 41/29/36 [5-7 | 3-1 | 38] 3-5 
Whole period 
No. of person-weeks .. 5,556 5,089 3,520 
Colds. a i 6-1 5-7 5-8 
Colds which were febrile 
or resembled influenza 0-4 0-4 0-3 
A . te 0-9 06 0-8 
Days’ absence from work 5-7 3-9 28 














attack rates within each group during each of the two 
periods ; and in the summation of the two periods the staff 
in the rooms treated with hexylresorcinol actually had a 
slightly higher attack rate than those in the control rooms. 
The attack rate in the two rooms without vaporizers was 
very similar to that in the rooms with vaporizers, showing 
that the presence of vaporizers had no psychological effect 
on the number of colds reported. The week-to-week inci- 
dence of colds is shown in the Chart; there was some 
suggestion that the treated group had a higher rate during 
the first autumn epidemic than the controls, but the differ- 
ence was not great. Absence from work due to respiratory 
disease was not very common, and the duration of absence 
was, as might be expected, very variable. There was, 
however, no indication of any reduction in absence rates 
(Table I) among the staff of the treated rooms ; nor was the 
duration of absence shorter (Table II). 





——~ HEXYLRESORCINOL-TREATED ROOMS 
~--ROOMS WITH DUMMY VAPORIZERS 
seeees ROOMS WITHOUT VAPORIZERS 
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Weekly attack rate for colds in thé treated and control offices. 


Taste Il.—Duration of Absences from Work for Respiratory 
Tract Diseases 














No. of Persons Absent in 
No. of Days’ Absence Rooms Rooms Untreated 

Treated with | with Dummy Control 
Hexylresorcinol} Vaporizers Rooms 

be 28 15 18 

9 5 7 

$42 14 8 2 

Total days lost .. te 318 198 97 

No. of a $1 28 27 
Mean duration of absence 6-2 71 3-6 














Bacterial Counts.—The vaporization failed to produce any 


reduction in the number of bacteria in the air of the 


rooms (Table IID. Although the number of occasions 
on which the samples were taken was small, a total of 
16 cu. ft. (0.45 m.*) of air was examined for the general 
count and about 300 cu. ft. (8.5 m.*) for the streptococcal 
count in each of the eight offices on each of the four 
separate occasions spread over the winter and spring. It 
seems certain that the results give a reasonably fair picture 
of the bacterial count in the air. 


TaB_e III.—Median* Bacterial Content of the Office Air 
(Colonies per cu. ft.) 




















Rooms Rooms Untreated 
Treated with | with Dummy Control 
Hexylresorcinol} Vaporizers Rooms 
General bacterial flora .. 39-7 38-8 46-9 
Total mouth ateaamad 0-10 0-10 0-13 
Str. salivarius ae 0-025 0-025 0-023 
commen ft. to m.*, multiply by 35-3 
* The medians on derived after orming the counts to log;, (count 


+1) to allow for the logarithmic frequency distribution and the presence of 
some zero entries. 


Air Sampling for Hexylresorcinol.—Air samples taken in 
October, 1952, showed barely detectable amounts of hexyl- 
resorcinol present in the air, probably not exceeding 0.5 ug. 
per cu. ft. (17.6 ug. per m."). The amount of the substance 
vaporized from the pots over the whole period of the 
trial was determined from the weight loss, and averaged 
0.125 g. per room per hour. This approximates to the 
expected yield of the vaporizers. 


Short-term Test of Higher Hexylresorcinol Concentrations 


When it became clear that the amount of hexylresorcinol 
vaporized from the four standard vaporizers in each room 
was inadequate to affect the bacterial count, a short-term 
experiment was carried out in July, 1953, to determine the 
effect of a higher concentration of the bactericide. One 
room was equipped with vaporizers giving 12.5 ug./cu. ft./hr. 
(440 »g./m.*/hr.) (compared with the estimated 4.8 ,g./ 
cu. ft./hr. (170 »g./m.*/hr.) for the standard installation 
employed during the winter), and two with vaporizers giving 
respectively 29.7 wg. and 21.9 ywg./cu. ft./hr. (1,048 and 
773 »g./m.*/hr.). These increased quantities were generated 
for three days, and then, on two successive days with the 
vaporizers still running, air samples were collected for bac- 
terial counts (Table [V). The count in the room with 


TaBLe IV.—Bacterial Counts in the Air of Rooms with Increased 
Hexylresorcinol Concentration 





Mean Bacterial Counts 











Hexylresorcinol mee (Colonies per cu. ft.) 
- 0. Oo 
Rate of Concen- | Samples* Total 
Vaporization| tration , Mouth - 
ug./cu. ft./hr.| pg./cu. ft. Streptococci 
0 0 8 56-9 0-090 0-0091 
12-5 1-15 2 84-0 0-0980 0-0100 
25-8 3-83 4 22:0 0-053 0-0025 




















To convert ug./cu. ft./hr. to ug./m.*/hr., multiply by 35-3. 
* In the control rooms the samples were of 30 cu. ft. for the general count 
and 600 cu. ft. for the streptococcal counts ; the volumes in the hexylresorcinol 
roomis were 5 and 100 cu. ft. respectively. 


the lower hexylresorcinol content did not differ greatly 
from that in the controls. The count in the presence of 
the higher concentration was substantially reduced, but 
we had evidence that this, at least in part, resulted from 
killing of bacteria on the culture plate after collection, due 
to absorption of hexylresorcinol from the air into the 


. medium during sampling. 


As a further test, sprays of mouth streptococci in saliva 
were generated in each of four rooms by “ spraying spits” 
(Bourdillon et al., 1948), and the rate of die-away was 
observed with slit-sampler and settling-plate counts. The 
ventilation rates were also determined. simultaneously, using 
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acetyl acetone as a tracer and measuring the concentration 
by an ultra-violet absorptiometer (Lidwell and Lovelock, 
1946). There was no great difference in the die-away 
attributable to the hexylresorcinol in the two rooms with 
the different concentrations (Table V), the value being about 
six an hour. 


TaBLE V.—Die-away Rates of Streptococci from “ Spraying Spit” 
in Rooms with Increased Hexylresorcinol Concentrations 





Hexylresorcinol 
Concentration (ug./cu. ft.) 

0 0 1:3) 43 
About 5 3-2 | 26] 5-0 








Ventilation rate (air changes per hr.) 
Die-away rates (per hr.) (mean of two 
estimates except where *, when only one 
was available) 
Overall: 
Total streptococci .. os éd 10-8* 
Str. salivarius .. inn 8-8 


Estimated, due to settling alone: 
} =y- streptococci .. .. | About 6 


tr. salivarius . .. | About 4 
mae as due to hexyiresorcinol 

Total streptococci wi 

Str. salivarius .. 
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To convert pug./cu. ft./ to ug./m.%, multiply by 35-3. 


We had the impression that throat irritation was detect- 
able when the concentration of hexylresorcinol rose appre- 
ciably above 1 yg. per cu. ft. (35 wg. per m.*), as it did 
in all the treated rooms in which these tests were carried 
out ; at the highest levels of concentration reached, around 
4 wg. per cu. ft. (140 wg. per m.*), throat irritation was 
pronounced. 


Discussion 


Methods for the estimation of the attack rate for “ com- 
mon colds” have been discussed previously (Lidwell and 
Sommerville, 1951; Reid ef al., 1953); we feel strongly 
that absence rates are very little guide to the true level 
of morbidity. Nevertheless they are an important criterion 
in any trial of prophylactic measures, since absence from 
work is one of the consequences of respiratory tract illness 
that we wish to prevent. 

In the trial reported here, hexylresorcinol was vaporized 
at the rate recommended, from past experience, by the 
manufacturers of the apparatus used. The concentration 
found in the air was less than 1 wg. per cu. ft. (35 ug. 
per m.*) and was apparently inadequate to reduce the bac- 
terial content of the office air. From limited tests it 
appeared, also, that an increase in the rate of hexyl- 
resorcinol vaporization sufficient to produce any notable 
reduction in the bacterial count would have exceeded the 
level that produces irritation of the throat. 

There was no evidence of any effect on the attack rate 
for the common cold and other similar affections, nor on 
the absence rate. We have no explanation for the beneficial 
effect reported by Dickson from vaporization by the same 
apparatus at about the same rate, but Dickson's paper does 
not give enough detail of his results to enable precise 
comparison with our experience to be made. 

In any tests such as this, it is possible to attribute failure 
to the fact that most of the colds are caught outside the 
treated environment. We propose to analyse our results 
for evidence on this aspect at a later date. Meanwhile 
we conclude that vaporization of hexylresorcinol to give 
a concentration of about 0.5 wg. per cu. ft. (17.5 mg. 
per m.*) in the office in which our subjects spent about 
40 hours a week had no effect on their experience of 
colds. 


Summary 
Hexylresorcinol was vaporized by heat at the rate of 
about 0.125 g. an hour into three office rooms, each of 
26,000 cu. ft. (736 m.*) capacity, and each having 40-45 
staff. Five similar control rooms, with the same numbers 
of staff, were also observed. Three of these rooms had 
dummy vaporizers. 


The number of colds suffered by members of the staff 
was recorded in the treated and untreated rooms over 


_a period of 38 weeks in the winter of 1952-3 by a nurse, 


who interviewed each member once a week. 

The hexylresorcinol had no detectable effect on the 
bacterial content of the air, on the number of colds 
recorded by the staff, or on the number of days of sick- 
absence. 

A short test made subsequently suggested that no great 
effect on the bacterial content of the air could be ob- 
tained without risk of respiratory tract irritation from 
the hexylresorcinol. 


We are grateful to the Ministry of Pensions and National 
Insurance for the facilities provided, and particularly to the staff 
of the offices who collaborated in obtaining the records; and to 
members of the Establishments Department and the staff repre- - 
sentatives for their help in organizing the study. We are also 
indebted to the Medical Department of the Ministry for their 
interest and advice. We also wish to thank Mrs. E. Hodgson, 
wt » collected the records, and the staff of Shepherd’s Aerosols 
Ltd. for the adjustment of the vaporizers. The work was carried 
out as part of a wider study sponsored by the Air Hygiene 
Committee of the Medical Research Council. 
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The clotting defect which may lead to haemorrhage in 
coumarin anticoagulant overdosage and in such patho- 
logical conditions as obstructive jaundice and hepatic 
cirrhosis has generally been described as hypoprothrom- 
binaemia, and the method in general use for detecting 
and measuring this defect has been the one-stage accele- 
rated clotting-time (“ prothrombin time”) test of Quick 
(Quick ef al., 1935). For long it was assumed that this 
test did in fact measure prothrombin—hence the term 
“ hypoprothrombinaemia ” to describe the clotting defect 
revealed by it. It is now recognized that this test is a 
far more sensitive index of deficiency of the prothrombin 
conversion accelerators—factor V (Owren, 1947 ; plasma 
ac-globulin, Ware ef al., 1947) and factor VII (Koller 
et al., 1951; cothromboplastin, Mann, 1949; serum 
prothrombin conversion accelerator, Alexander ef all, 
1949 ; convertin, Owren, 1951)—than of prothrombin 
itself, which can best be measured by the two-stage area 
method of Biggs and Douglas (1953). In fact, severe 
prothrombin deficiency as such (below 10% of normal) 
will produce only a slight prolongation of the one-stage 
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clotting-time (Biggs and Douglas, 1953), and the altera- 
tion in this test brought about by coumarin drugs is due 
to inhibition of factor VII (Douglas, 1952 ; Hunter and 
Tudhope, 1953 ; Walker and Hunter, 1954). The altera- 
tion in prothrombin itself brought about by coumarin 
treatment is very variable and, with therapeutic doses, 
usually insignificant. Similarly in liver disease, a pro- 
longed one-stage clotting-time can usually be shown to 
be due to moderate factor VII deficiency (Hunter and 
Walker, 1954). 

The bleeding which occurs with coumarin overdosage 
is generally associated with a very prolonged one-stage 
clotting (“prothrombin”) time, and hence might be 
assumed to be due to factor VII deficiency. That the 
cause is not as simple as this is obvious from the fact 
that there is no strict correlation between the results of 
the one-stage test and the tendency to bleed: factor VII 
depression, measured by this test, may be extreme in the 
absence of haemorrhage, while bleeding may at times 
occur when the one-stage test is within or only slightly 
beyond the therapeutic range. This has been stressed by 
other workers (Hogben and Allen, 1950). The exact 
cause of haemorrhage is in fact unknown. 

This communication describes four patients, who bled 
while under treatment with coumarin anticoagulants, 
and in whom the haemorrhage was associated with very 
low levels of prothrombin as such, measured by the two- 


. Stage test, rather than with unduly low levels of factor 


VII. Two cases of haemorrhage in liver disease are 
also described, both showing a severe prothrombin 
deficiency unrevealed by the one-stage test, which 
showed only slight prolongation demonstrably due to 
reduction of factor VII. 


Case Reports 


Case 1—A man aged 45 was taking 150 mg. of ethyl 
biscoumacetate (“ tromexan ”’) twice daily as an out-patient, 
following in-patient treatment for myocardial infarction. 
The one-stage test one week before bleeding started gave 
results within the therapeutic range. On the day following 
the onset of massive haematuria his one-stage test showed 
a clotting-time of 40 seconds (control 12 seconds), and his 
prothrombin was 5% of normal. On the following day 
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bleeding continued, although his one-stage test was now 
only 19 seconds (control 12 seconds). His prothrombin was 
still only 15% of normal. On the fourth day from the 
onset bleeding was slight and finally ceased ; his one-stage 
test was now 16 seconds and his prothrombin had risen to 
34% of normal. Recovery was spontaneous, no vitamin K 
being given. 

Case 2—A male in-patient aged 70, with deep calf-vein 
thrombosis, was very sensitive to ethyl biscoumacetate, and 
on the third day of treatment his one-stage test reached 87 
seconds (initially normal). On the sixth day it was 75 
seconds, but on neither of these days did bleeding occur. 
On the seventh day his one-stage test was 31 seconds (con- 
trol 13 seconds). On the eighth day, when his one-stage test 
was 35 seconds, he had heavy haematuria, and the two-stage 
area test showed prothrombin only 8% of normal. He was 
given 20 mg. of vitamin Ki; emulsion by mouth; but re- 
sponse to this was not immediate, and on the ninth day, 
although the one-stage test had fallen to 20 seconds (con- 
trol 12 seconds), bleeding continued and his prothrombin 
was only 12% of normal. On the twelfth day it was 64% 
of normal and bleeding gradually stopped (see Chart). 

Case 3—A man aged 48 was taking 150 mg. of ethyl 
biscoumacetate daily at home following in-patient treatment 
for myocardial infarction. On two consecutive days he 
took 150 mg. of dicoumarol supplied by his pharmacist in 
mistake for ethyl biscoumacetate. This was followed by 
melaena, haematuria, and widespread ecchymoses, which 
were still present on his admission to hospital one week 
later. On the day of admission he was given 50 mg. of 
water-soluble vitamin K analogue (“ synkavit ”) intramuscu- 
larly, and six hours later his one-stage test was 56 seconds 
(control 14 seconds). He had virtually no prothrombin— 
less than 1% of normal—and his whole-blood clotting-time 
was 15 minutes (control 5 minutes). Six hours after the 
administration of 20 mg. of vitamin Ki emulsion by mouth 
his one-stage test was 29 seconds (control 14 seconds), but 
prothrombin was still absent. On the following day heavy 
haematuria recurred, when his one-stage test was 18 seconds 
(control 12 seconds). No further bleeding occurred, and 
on his fourth day in hospital his one-stage test was 14 
seconds and his prothrombin 39% of normal. 

Case 4—A woman aged 80 was given phenylindanedione 
for coronary artery disease, and was maintained on a dose 
of only 25 mg. daily. On the ninth day of treatment pro- 
fuse rectal and vaginal haemorrhage occurred, at a time 
when her one-stage test was 38 seconds (control 12 seconds). 
Prothrombin was less than 5% of normal. 

Case 5—A man aged 52, with severe alcoholic cirrhosis, 
had numerous large ecchymoses on trunk and limbs. His 
one-stage test varied from 17 to 19 seconds (control 11 to 12 
seconds), and was corrected by the addition to his plasma 
of a 10% concentration of a factor VII preparation. His 
prothrombin varied from 10 to 20% of normal. 

Case 6—A woman aged 56 had severe obstructive 
jaundice due to secondary carcinoma, and widespread 
ecchymoses and skin haemorrhages. Her one-stage test was 
20 seconds (control 12 seconds), and was partially corrected 
by the addition of a 10% concentration of a factor VII 
preparation. Her prothrombin was 6% of normal. 


Discussion 


In both groups, coumarin-treated and liver disease, the 
haemorrhage was associated with true prothrombin de- 
ficiency. In two of the four anticoagulant cases, the one- 
stage clotting-time at the onset was also markedly abnormal, 
and could be taken as a warning of a tendency to bleed. 


- Even in these, however, bleeding continued when this test 


had returned to the therapeutic range. In the other anti- 
coagulant cases (Nos. 2 and 4), bleeding started at a time 
when the Quick test was not alarmingly prolonged. 

It is usual for very low levels of factor VII to be reached 
in coumarin-treated patients before gross deficiency in pro- 
thrombin itself occurs, so that for practical purposes the 
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one-stage test of Quick remains a satisfactory method of 
control in the great majority of cases on coumarin therapy. 
It is well to bear in mind, however, that occasionally 
such severe prothrombin deficiency may exist, together 
with bleeding or the imminent danger of it, when the 
Quick test, measuring as it does factor VII and not pro- 
thrombin, is reassuringly near or even within the therapeutic 
range. 


In the cases of liver disease described here the situation 
is different. Neither of them showed more than slight pro- 
longation of the clotting-time in the one-stage test, and on 
the classical interpretation of this test the hypoprothrom- 
binaemia would be slight. Yet these patients showed 
haemorrhage and true prothrombin levels in the region of 
10%. In such cases the Quick test may give a quite mis- 
leading indication of the tendency to bleed, showing as it 
does evidence only of moderate factor VII depression and 
no indication of the severe hypoprothrombinaemia. 

In neither of these two groups can it be assumed that 
this deficiency in prothrombin is the necessary or only cause 
of the haemorrhage, but in these cases it is the one constant 
and common factor, suggesting a possible aetiological 
relationship. It should be stated, however, that other 
patients have been studied in whom the prothrombin 
measured by the two-stage area method was below 10% of 
normal and yet no bleeding occurred, so that other factors 
are probably concerned in the onset of haemorrhage. 

It is common practice to measure the effect of vitamin K 
preparations by the changes in the one-stage Quick test. 
Cases 2 and 3 illustrate how fallacious this may be. The 
efficacy of vitamin K; in stopping bleeding is probably more 
closely related to its effect on prothrombin than on the 
one-stage test (factor VII). 


Summary 

Four cases of haemorrhage due to coumarin anticoagu- 
lants, one due to hepatocellular disease, and one to 
obstructive jaundice are described. 

In all four coumarin-treated patients the haemorrhage 
was associated with very low prothrombin levels rather 
than with undue prolongation of the clotting-time in the 
one-stage test of Quick. 

Neither of the patients with hepatic disease had more 
than moderate prolongation of the one-stage clotting- 
time, and this was due to factor VII deficiency. Both 
had very low levels of prothrombin. 

The Quick test is not a good measure of hypopro- 
thrombinaemia, which, however, may play an important 
part in the initiation of haemorrhage in coumarin over- 
dosage and liver disease. 


We are indebted to Professor Ian G. W. Hill and Dr. O. T. 
Brown for allowing us to study Cases 3 and 4, and Case 2 
respectively. Vitamin K, emulsion was supplied by Roche 
Products Ltd. 
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RECURRENT RENAL STONE* 


BY 


L. N. PYRAH, Ch.M., M.Sc., F.R.C.S. 


(From the Department of Urology, University of Leeds, 
Leeds General Infirmary, and St. James's Hospital, Leeds) 


Stone in the kidney has a high recurrence rate after 
operation. Table I shows the incidence of recurrence 
on the operated side in various series, following the 
operations of pyelolithotomy, nephrolithotomy, and 
ureterolithotomy (the recurrence in that case being in 
the kidney and not in the ureter), The figures shown 
in the table under my name include cases operated on 
by various Leeds surgeons which were followed up from 
two to twenty years, the recurrence being confirmed by 
radiography. It has unfortunately been impossible to 
obtain an accurate follow-up in more than a small pro- 
portion of the total cases treated. Table II shows the 
incidence of contralateral recurrence after operations for 
renal stone. 


TaBLe I.—Recurrence of Renal Stone after Operation in 
Various Series 





Pyelolithotomy | Nephrolithotomy | Ureterolithotomy 





























Total|Recur.| % | Total Recur.| % | Total/Recur.| % 

Cabot and Crabtree 

(1915) ; 33 17 |51 30} 17 |56 
Barney (1922a, 

1922b)_ . .-| —| — |328) —| — 1529 
Braasch and Foulds 

(1923) .. .| 371 | 44 |11-85| 104 | 25 |240 
Bron ma ef al. 

(1924) oe 99-1236] 62] 22 |35-5 
Twinem (1940) . | 102; 21 |20-9 | 100; 28 | 28 
Sutherland (1954)..| 100 | 47 |47 40 | 25 /|62-5| 49 18 |37 
Pyrah ne .-| 63 | 22 1349; 50} 30 |60 | 43 9 |20-9 

















Taste II.—Contralateral Recurrence of Renal Stone after 
Operation in Various Series 





Contralateral Recurrence 





After Pyelo- Nephro- | afer Nephrectomy 
or Ureterolithotomy tag 





Twinem (1937) .. .. 42% 
Oppenheimer (1937) 15-1% 14-82 
Sutherland (1954) 12-3°2 (195 cases) 11-1% (45 cases) 
Pyrah .... 15-4 (136, ) 159% (44 ,, ) 








The factors most commonly responsible for recurrent 
stone are, first, the small pieces of grit or tiny calculi 
left behind at operation ; and, secondly, infection. In 
the remaining cases it is sometimes possible to discover 
a persisting cause of stone formation, which it may or 
may not be possible to correct, and which determines 
recurrence after operation ; some of these causes are well 
understood, other less so. The factors which may lead 
to recurrence of calculus formation are considered 
below. 

Extrarenal Causes 

Extrarenal causes of stone formation, and hence of recur- 
rence, are possible errors in oxalate metabolism and hyper- 
parathyroidism. 

Oxalate Metabolism—The commonest renal stone seen 
in the surgical out-patient department is the calcium oxalate 
stone ; it usually occurs in non-infected kidneys, and it not 
uncommonly recurs. Twinem (1937, 1940) reported recur- 
rence in 11 out of 74 cases of proved oxalate calculi. While 
local renal factors may play a part, it is possible that recur- 
rence is the result of metabolic causes. The source of the 


*An abridged version of a paper read at the opening of a 
discussion on recurrent urinary stone at the Medical Society of 
London on February 8, 1954. 
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oxalic acid in the blood is largely the soluble oxalate salts 
in the food and is therefore exogenous. It has been sug- 
gested that, in addition, oxalate acid may be formed endo- 
genously in the body by the breakdown of glucose, creatine, 
purines, and some amino-acids, such as glycine. Feeding 
with ethylene glycol, glycollic acid, and glyoxylic acid results 
in the production of oxalic acid in the body (Dakin, 1907). 
The theory of the endogenous formation of oxalic acid 
receives further support from the fact that even on an 
oxalate-free diet humans still excrete oxalate in the urine, 
and the blood-oxalate level is not reduced to zero. It seems 
possible that, by a metabolic error, some patients may 
form and excrete greater amounts of oxalate than others, 
and that a proportion of them may produce oxalate stones. 
The stress which has been laid by some workers upon 
the maintenance of an acid urine to prevent the recurrence 
of oxalate calculi has probably been exaggerated, since 
calcium oxalate may be precipitated in either an acid or 
an alkaline medium ; a low urinary pH resulting from such 
measures would, moreover, increase the urinary calcium. 
Hyperparathyroidism.—Overactivity of the parathyroid 
glands, resulting either from a hyperplasia of all four glands 
or more often from an adenoma of one or two glands, is 
commonly associated with renal stone formation, the inci- 
dence of which in various series is recorded in Table III. 


Taste Ill.—IJncidence of Renal Stone in Hyperparathyroidism 











No. with 
No. of Cases Renal Calculi 
Albright et o (588 foul ue i 83 42 
Cope (1942) at of ; ws 67 47 
Cook and K 945) oa B i 18 14 
Norris (1947) ¢ cases) .. “a ee 322 118 
Pyrah ss é< ad 3 a ea 12 5 














Most of the recorded cases of hyperparathyroidism with 
stone formation have been associated with recognizable bone 
disease (osteoporosis), cysts, or spontaneous fracture. When 
the adenoma is surgically removed the abnormal blood 
chemistry is corrected and the basic cause of the stone 
formation disappears. In many cases (in four of my per- 
sonal series) the calculi, being usually composed of calcium 
phosphate, disintegrate and disappear spontaneously two 
or three months after operation. In only one of my cases, 
in which there was a large calculus composed of calcium 
phosphate and oxalate, was operation necessary. In none 
of these cases has there been recurrence. It has been 
increasingly recognized, however, that there is a group of 
cases of hyperparathyroidism in which renal calculi occur 
but in which bone disease is absent or scarcely recognizable. 
In such cases stones will recur after surgical removal if 
the primary disease, the hyperparathyroidism, is not dealt 
with surgically. Although these cases are probably un- 
common, if they are to be diagnosed the blood calcium, 
phosphorus, and phosphatase should be examined, and cal- 
cium balance investigations done in al/ cases of recurrent 
stone. 


Intrarenal Causes 
Some intrarenal causes of calculus formation and recur- 
rence are papillary calcification, idiopathic hypercalciuria, 
and renal acidosis. 
Papillary Calcific Deposits-—The renal papillae, which are 


at the apices of the pyramids, are commonly the seat of. 


tiny calcific deposits. Randall (1937) first described multiple 
cream-coloured spots or plaques on the sides of the renal 
papillae in 17% of a large series of kidneys examined at 
necropsy which did not show gross disease. Microscopically 
these plaques were shown to be local deposits of calcium. 
Randall found ‘that some of the plaques, varying from 15 
to 40% in different age groups, were associated with the 
beginning of a tiny calculus, firmly attached to the plaque 
and projecting into the minor calix. When only one caliceal 
stone is seen radiographically in a kidney, recurrence after 
operation may sometimes be explained by further stone- 
formation on hitherto invisible plaques ; this is a possible 


explanation of the recurrence in thé case of a man aged 36 
who, after an attack of right-sided renal colic, was found 
to have a stone in the lowest calix (Fig. 1, A). No other 
areas of calcification were noted in the remaining part of 
the kidney on the control radiograph. The stone was 
removed by nephrolithotomy. Within six months of the 
operation radiographs showed not only a local recurrence 
but crescentic calcific deposits in three other calices 
(Fig. 1, B). No infection was ever detected on examination 
of the urine, which at the present time is sterile. 





A B 
Fic. 1.—{A) Intravenous pyelogram showing stone in lowest calix, 
October 13, 1949. (B) Recurrent stone in lowest calix, June 20, 
1950. Recurrence on three other papillae possibly arising in 
Randall’s plaques. 


Idiopathic Hypercalciuria—lIt has recently been recog- 
nized that some male patients who have had recurrent renal 
calculi, usually in association with a staphylococcal renal 
infection, consistently excrete a larger amount of urinary 
calcium than normal and, in fact, are in negative balance. 
The blood calcium is normal and the blood phosphorus 
slightly low. We do not yet know the incidence of this 
group of cases. The following case appears to be an example 
of this syndrome. The patient, a man aged 43, had had 
calculi removed from both kidneys in 1940. A recurrent 
stone in the left kidney and also one in the bladder were 
removed in 1950. The renal stone recurred, and rapidly 
grew to a considerable size, being removed in 1953. Once 
again it recurred. Calcium balance studies (Table IV) 
showed that he had a negative calcium balance. Biochemical 
blood tests excluded hyperparathyroidism. 


TaBLe IV.—Case of Idiopathic Hypercaiciuria—Calcium 
Balance Studies 














Calcium Balance 
Day Intake Urinary Faecal Balance 
Excretion Excretion 

1 384 mg. daily 320 mg. 261 mg. daily | — 197 mg. 
2 average ane « average —103 ,, 
3 116 ,, + 7 w 
4 215 ” — 92 ” 
5 300 ” —177 ” 
6 ae « —101 ,, 

Mean—110 ,, 

















Renal Acidosis.—This is a condition in which the renal 
tubules fail to excrete ammonia and in which there is also 4 
hypercalciuria. It may, according to Albright and Reifen- 
stein (1948), occur without either nephrolithiasis or nephro- 
calcinosis ; or it may occur with recurrent nephrolithiasis and 
without nephrocalcinosis. Probably, therefore, more blood 
examinations (carbon-dioxide-combining power and blood 
chlorides) should be made in order to detect the existence 
of hyperchloraemic acidosis in patients who pass small 
stones. Renal acidosis may also occur in patients with nephro- 
calcinosis alone. It may also occur with both renal calculi 
and nephrocalcinosis, and the patient may then present at a 
urological clinic with a history of the passage of recurrent 
calculi. Apart from the removal of obstructing calculi, 
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surgery plays no part in the treatment of this condition; 
it would appear that in some cases in this group the 
recurrent stone formation may be gradually remedied by 
corrective biochemical measures, using Shohl’s solution 
(citric acid, 140 g.; sodium citrate, 98 g.; water to 1 litre ; 
dose 50-100 ml. daily) to correct the acidosis. 

Cystinuria.—This is an inborn error of metabolism prob- 
ably due to the failure of the renal tubules to reabsorb 
cystine and some other amino-acids. A small proportion 
of cystinurics develop renal calculi, and in such cases recur- 
rence after operative removal may be expected. 


Pelvi-Caliceal Causes 


The principal pelvi-caliceal causes of stone formation and 
recurrence are infection, recumbency, and _pelvi-caliceal 
obstructions. 

Infection.—If operation is done in the presence of infected 
urine the patient is not safe from recurrence until the 
urinary tract has been made sterile after operation, by 
the use of suitable urinary antiseptics. Since this is not 
always possible, infection in fact accounts for a large per- 
centage of cases of recurrent stone. The urea-splitting 
organisms, of which Proteus vulgaris is the most important, 
can produce a favourable pH for the deposition of phos- 
phates and can also provide an adequate organic nidus of 
organisms and inflammatory debris for the rapid formation 
of a stone. If such calculi are removed, recurrence is 
very common. Infection is usually regarded as the most 
important cause of bilateral calculi, which have formed 
68 out of 507 cases on the files of the Urological Depart- 
ment in Leeds. This is true in the cases of medium-sized 
and large stones, and such stones commonly recur after 
removal. In 41 cases, or nearly two-thirds, there has been 
infected urine, but possibly this is often a secondary pheno- 
menon. In early bilateral renal stone, on the other hand, 
the urinary tract is not necessarily infected ; in these cases 
some of the other causes of calculus formation have 
operated. On the whole, however, bilateral calculi, when 
they are large, have a bad prognosis as regards recurrence. 

Recumbency Calculi.—In any large series of cases of renal 
stones it is possible in a number to link the onset of the 
stone formation to a long period of recumbency for the 
treatment of fractured spine, pelvis, or femora, or tuber- 
culosis of the spine or the hip. In my series of 507 cases, 
20 were examples of recumbency calculi, and in many of 
these the stone recurred after removal. A patient who 
has been recumbent for two to three years for the treatment 
of tuberculosis of the spine is, unless he is turned in bed 
as a measure of therapy, a temporary potential stone-former 
because of the imperfect drainage of the renal pelvis and 
because of the hypercalciuria. A patient within this group 
may become a temporary actual stone-former if secondary 
causes appear, such as dehydration, an alkaline urine (allow- 
ing of phosphate precipitation), or a urinary infection. If 
a calculus is removed surgically and the recumbent state 
is allowed to continue, a recurrence of the stone may be 
expected. If the recumbent state is terminated, but if a 
urinary infection persists, calculus formation may recur after 
removal. If the primary cause of the calculi—namely, the 
recumbency—is removed, and the secondary causes do not 
include infection, in some cases the calculi may disintegrate 
and disappear spontaneously (assisted by the administration 
of ammonium chloride) and thereafter not recur (Pyrah and 
Fowweather, 1938). 

Anatomical abnormalities of the renal pelvis may, if 
allowed to persist, favour recurrence of stone formation. If 
a stone in the renal pelvis is associated with an abnormality 
of the pelvo-ureteric junction, such as a stricture or an 
aberrant artery, with a resulting hydronephrosis, a plastic 
operation should be performed at the same time as the 
stone is removed, provided that the urine is sterile or can 
be made sterile by pre-operative measures ; failure to do this 
may lead to a recurrence of the stone. If there is a stone 
in a horseshoe kidney the isthmus should be divided or a 
part of it excised at the same time as the stone is removed ; 


the ureter can then descend to the bladder without the 
partial obstruction or kinking which may have been caused 
by the isthmus. 

A calculus lodging in a calix may, by causing partial 
obstruction or ulceration of its neck followed by contrac- 
tion, result in hydrocalicosis, and this may persist after 
the stone has been removed; crystalline matter may con- 
tinue to collect in it. The outlet of the lowest calix drains 
upwards, which is a disadvantage if it is unhealthy ; in such 
cases recurrence of stone is very probable, especially if 
infection is present. Hence, it is argued, it is sound to 
excise completely the pole of the kidney containing the 
diseased calix, along with the calculus. Fig. 2 shows a 








STONE IN LOWESTE 
(DILATED) CALIX His 


Fic. 2.—Calcuius in lowest calix of left kidney with hydro- 
calicosis. Partial nephrectomy. 


lower caliceal calculus which has been treated by partial 
nephrectomy. The dotted line shows the line of section 
at the operation through the lower major calix. Stewart 
(1952), who recently strongly advocated partial nephrectomy, 
reported a series of 101 cases of calicine calculi treated 
by partial nephrectomy ; in 87 of these followed up from 
two to thirteen years there was a recurrence rate of 6.8%. 








Clinical Importance of Recurrence 


The clinical importance of recurrent renal calculus varies 
greatly in different patients, chiefly because of the variation 
in the rate of stone formation and the severity of the asso- 
ciated infection, if such be present. 

If the basic cause of the.calculus formation has a low 
potential persisting perhaps over many years, stone after 
stone may form, and may result in a series of important 
but temporary symptoms ; the existence of such calculi may 
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CAUSE OF STONE UNKNOWN 
Fic. 3.—Diagrammatic representation of history of ient who 
passed small stones between 1937 and 1953. iograph 


commonly negative after stone had been passed. 
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never threaten life, and operation may not even be needed 
for their removal. Fig. 3 illustrates diagrammatically the 
history of such a patient who passed small stones (repre- 
sented by the vertical bars) spontaneously for many years 
between 1937 and 1953. At various times between the stone 
episodes the radiographs were negative. Some effective but 
unknown cause of stone formation must have been present 
for all that time; yet clinically there was intermittent 
morbidity but no invalidism. 

If, on the other hand, the cause of stone formation has a 
high potential, such as a Proteus vulgaris infection, the 
surgical removal of a calculus becomes an incident, often of 
little permanent value, in a syndrome moving with ever- 
increasing momentum, which in a few years overwhelms or 
invalidizes the 
patient. One such 
patient, a man aged 
43, had four opera- 
tions for the removal 
of calculi from the 
right kidney between 
1931 and 1935; but 
continued urinary in- 
fection produced 
after a few years the 
enormous bilateral 
stones shown in Fig. 
4; this patient's hold 
on life is very pre- 
carious. 

At the other ex- 
treme is the case of 
a woman aged 52 
Fic. 4.—Radi who had had a stone 
Fic, $9, Rediowaph.of man aged 43, removed from_ her 
stones between 1931 and 1935, gradu- left kidney and has 
ally forming massive calculi with had no further symp- 

Proteus vulgaris infection. toms of any kind; 

ten years ater, 

a routine abdominal radiograph taken for a totally unrelated 
condition demonstrated the existence of a medium-sized 
recurrent but relatively harmless caliceal stone, 1 in. (2.5 cm.) 
in diameter, which had formed very slowly and very quietly. 











Prevention of Recurrence 


Some of the measures which do or may prevent the recur- 
rence of renal stone have already been referred to. 


The operation for removal of the stone must be so carried 
out as to minimize the chances of true and false recurrence. 
The stone should be removed from the renal pelvis or calix 
with the utmost gentleness and should be extracted intact. 
If there is gritty debris or fragmentation of the stone, the 
pelvis and calices should be washed out with a stream of 
sterile water. Pieces of grit left behind may lead to a 
false récurrence (probably a common event). If numerous 
calculi are present they should correspond in number to 
those seen on the radiograph. If there is doubt that all 
the stones have beem removed, a radiograph of the kidney 
should be taken in the operating theatre. One must be 
careful not to leave behind, after nephrolithotomy, pieces 
of tissue with doubtful blood supply, which may become 
necrotic and form a focus for stone formation. Haemor- 
rhage should be carefully arrested so as to avoid the reten- 
tion of clot within the pelvis or calix which, if it became 
organized, might form a suitable nidus for further stone 
formation. Scrupulous care should be used to avoid the 
introduction of infection into the kidney either at the time 
of the operation or by retaining the drainage tube for too 
long a time. If the urine is known to be infected, suitable 
antibiotic cover should be given before and after the opera- 
tion. Absorbable catgut should be used for suturing the 
kidney. If at the end of the operation there is still doubt 
about the complete removal of grit, the renal pelvis and 
calices may be irrigated for a time post-operatively with 
Suby’s solution, though great care should be exercised to 


guard against the introduction of infection from without. 
After operation, any residual infection should be cleared 
up by suitable treatment during the convalescent period. 

In dealing with larger calculi it is often a matter of diffi- 
culty to decide whether the stone alone should be removed 
or whether nephrectomy should be performed. In the 
case of a kidney containing a staghorn calculus, with gross 
infection and some destruction of the renal parenchyma, 
nephrectomy is the operation of choice ; whereas in the case 
of small and medium-sized stones in the pelvis or the calices 
the stone alone should be removed. Between these extremes 
are many intermediate cases of infected medium-sized stones 
in which the surgeon hesitates to sacrifice the kidney, in 
the hope that a conservative operation will bring permanent 
relief. Probably the stone alone should be removed if 
the surgeon thinks he can cure the infection. If he thinks 
the infection cannot be cured he must incline towards 
nephrectomy. Probably the degree and extent of the renal 
infection is of greater importance than the size of the 
stone. 

General Measures——Measures to prevent recurrence of 
calculi include a balanced diet, which must contain all 
the vitamins, especially vitamins A and D; excess of 
vitamin D must be avoided. There must be a liberal daily 
intake of fluid. Foci of infection should be corrected. 


Specific Measures 


Specific measures at present in use to try to prevent recur- 
rence include the use of oestrogens, aluminium hydroxide, 
and hyaluronidase. . 

Oestrogens.—Shorr (1945) showed that the concentration 
of calcium ions in the urine can be reduced by the adminis- 
tration of oestrogens, which cause an increase in urinary 
citrate excretion ; the calcium ions are replaced by a weakly 
ionized soluble calcium citrate complex. He recommended 
“ premarin.” a preparation of oestrone sulphate which is 
given orally in doses of 5 to 10 mg. daily for four weeks, 
the course being repeated after an interval. 

Aluminium.—Shorr (1945) also recommended the use of 
aluminium hydroxide gel by mouth, to reduce urinary phos- 
phates by precipitating aluminium phosphate in the intestine. 
This is given as “amphogel” in eight-hourly doses of 30 
to 40 ml. after meals. The dose of the preparation is 
adjusted until analysis of the urine shows a reduction in 
its phosphate content. This can usually be achieved satis- 
factorily. Marshall and’ Green (1952) used this treatment 
on 37 patients suffering from recurrent urinary calculi for 
an average period of four years, and they found that stone 
formation was greatly reduced. 

Hyaluronidase—Butt et al. (Butt and Hauser, 1952a, 
1952b, 1952c; Butt, Hauser, and Seifter, 1952a, 1952b, 
1952c ; Butt, Hauser, Seifter, and Perry, 1952) suggested the 
use of hyaluronidase to prevent the recurrence of renal cal- 
culi. Hyaluronidase is an enzyme, and is sometimes known 
as the spreading factor. Butt and Hauser suggested that 
its substrate hyaluronic acid was excreted in the urine and 
that this could change the surface tension of the urine 
by causing an increase of the protective colloids. 

Work done in the Department of Urology at Leeds by 
Smiddy (personal communication, 1954) has shown that there 
is a great variation in the normal surface tension of urine, 
that it varies inversely with the specific gravity of the urine, 
and that the injection of hyaluronidase does not alter this ; 
these findings did not support the contention of Butt and 
Hauser that hyaluronidase altered the urinary surface ten- 
sion. Tests were then made to try out the efficacy of 
hyaluronidase in the prevention of vesical stones in the rat. 
These can be readily induced by the method of Helsby et al. 
(1953) by introducing a tiny zinc pellet into the bladder 
of the rat through a small incision. Forty rats were used. 
Half were kept as controls and half were given injections of 
hyaluronidase for forty to sixty days. Calculi grew equally 
in the bladders of both groups, so that the hyaluronidase did 
not appear to serve any protective function. The thera- 
peutic efficacy of this treatment therefore appears doubtful. 
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Summary 


The incidence of recurrent calculi in the upper urinary 
tract is given. 

The commonest causes of recurrence after operation 
are infection and imperfect removal of calculi at opera- 
tion. Numerous other factors, some of which are not 
fully understood, play a part, and these are discussed. 


I wish to thank Dr. J. Dawson for the calcium balance studies 
in Table IV, and Mr. J. Hainsworth for the photographic work. 
I also wish to thank my surgical colleagues in Leeds for allowing 
some of their cases to be followed up. 
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LEVORPHAN IN ANAESTHESIA 


BY 


A. K. BROWN, M.D., D.A. 
Consultant Anaesthetist, Dartford Group 


The synthetic analgesic levorphan (methorphinan ; 
“dromoran”™”) has been used as a supplement to 
nitrous oxide and oxygen anaesthesia, and the results 
of an investigation, in which the drug was compared 
with pethidine for that particular purpose, have already 
been reported (Brown, 1952). 

It seemed desirable to explore further the possibilities 
of levorphan in anaesthesia, and the present paper de- 
scribes its use as premedication, and as a supplement 
to nitrous oxide and oxygen anaesthesia when given by 
continuous intravenous drip. Satisfactory clinical ex- 
perience with levorphan as pre-operative .medication 
has already been reported (Stoelting ef al., 1951). 


Levorphan for Premedication 


Before using the drug for premedication it was decided 
to determine the time of onset of action after subcutaneous 
injection, the time before maximum analgesia was observed, 
and the total duration of action. This was studied in 
several patients with post-operative pain and in one patient 
with severe nerve-root pain due to vertebral collapse. The 
results were as follow: (a) the time interval between the 
injection and the onset of analgesia averaged 20 minutes 
(range 15-25 minutes); (b) the maximum analgesic effect 
occurred within one and a half hours of injection; (c) the 
duration of analgesia, after injection of one ampoule (2 mg.), 
was seven hours (in very severe pain). 


After the period of maximum analgesia the effect of the 
drug gradually wore off. There appeared to be a marked 
cumulative action, since, once analgesia had been established 
by giving 4 mg. in divided doses, satisfactory freedom from 
pain could be maintained by use of 0.5 mg. every twelve 
hours. After the above points were established, levorphan 
was used as premedication in a series of 100 patients 
about to undergo a general surgical or gynaecological 
operation. Levorphan alone was given to 30 patients 
(series A), levorphan and atropine to 20 patients (series B), 
and levorphan and scopolamine to 50 patients (series C). 
All the drugs were given by subcutaneous injection. A 
record card was designed to give the following data: age, 
sex, build, and type of patient, the presence or absence 
of pain, the time premedication’was given, and the time of 
induction of anaesthesia. The patient’s “normal” pulse 
rate, the pulse rate immediately before induction, the 
presence or absence of drowsiness, respiratory depression, 
and amnesia were also noted. 

Dosage.—Two mg. of levorphan was the standard pre- 
medication. In 30 patients it was the only drug used for 
premedication, atropine, 1/100 gr. (0.65 mg.), being given 
when anaesthesia was induced with thiopentone (series A). 
Levorphan, 2 mg., and atropine, 1/100 gr. (0.65 mg.), 
were given to all 20 patients in series B except three as 
follows : (1) a 57-year-old patient with prolapse, levorphan, 
1.5 mg., and atropine, 1/100 gr. (0.65 mg.); (2) a 
55-year-old patient with prolapse, levorphan, 1 mg., and 
atropine, 1/100 gr. (0.65 mg.) ; and (3) a 63-year-old patient 
with diverticulitis, levorphan, 1 mg., and _ atropine, 
1/100 gr. (0.65 mg.). Levorphan, 2 mg., and scopol- 
amine, 1/150 gr. (0.43 mg.), were given to 50 patients in 
series,C. No attempt was made to give the drug at a con- 
stant time before induction, and in fact the interval varied 
from half an hour to five hours. The time lapse between 
premedication and induction is shown in Table XII. 


Before anaesthesia was induced and before the pulse rate 
was recorded an assessment of the result of the premedi- 
cation was made. The figures resulting from this observa- 
tion are given as Table I. It is concluded that there is no 
difference among the three series of patients with regard to 


Taste I.—Clinical Assessment of Post-premedication State 














Series A Series B | Series C 
Apprehensive ne ia 11 G7% 3 (15° 12 (24° 
Satisfactory ne 19 (63%) 17 (85° 37 oe 
Oversedated rH - _— —_ <i ya 
Total ‘Ww ps 30 (100%) 20 (100%) 50 (100%) 











post-premedication state. As “ omnopon” and scopolamine 
form the combination of drugs most often used as premedi- 
cation it was decided to compare the assessment of the 
patients comprising series C with a control series who had 
been given omnopon, + gr. (22 mg.), and scopolamine, 
1/150 gr. (0.43 mg.). Figures for this control group are 
given as Table II. The 50 members of the control group 
were chosen by taking record cards at equal intervals from 
a file containing the cards of. 500 patients. 


Taste Il.—Clinical Assessment of Post-premedication State of 
Control Group 





Control Group 











Apprehensive .. a he - aia . 7 (14%) 

Satisfactory fe wa ae ws at a. 43 (86%) 
ated 7 oi an Ms ae a -- 

Total as 50 (100%) 





On combining the oversedated with the satisfactory, the 
results given in Table III are obtained. These show no 
evidence of difference between the two series of patients. 

In addition to the above clinical assessment, specific note 
was taken of (a) the presence or absence of drowsiness as 
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reported by each patient in response to a question, (b) the 
presence or absence of respiratory depression, (c) the occur- 
rence or not of nausea, and (d) the presence or absence of 
amnesia as shown by each patient's recollection (or not) of 
the journey to the operating theatre and of thiopentone in- 
jection. The figures for these observations are recorded as 
Tables IV, V, VI, VII, and VIII. The three series of 
patients differ with regard to the incidence of reported 
drowsiness. The main difference is clearly between series A 
on the one hand, with 23% of patients drowsy, and series B 
and C on the other hand, with 55% and 58% respectively of 
patients drowsy. 

Table IV shows that the incidence of drowsiness is less 
among series A than among series B and C together. 
Scrutiny of Table IX for the first four hours of premedica- 
tion gives no indication either for series A or for series B 
that the incidence of drowsiness is significantly different for 


Taste Ill.—Comparison of Clinical Assessments of Post- 











premedication State of Control Group with that of Series C 





























































































































the period 2-4 hours from what it is for the period 0-2 
hours; similarly, there is no evidence of difference for 
series C. 

Table X records alteration of pulse rate in each of the 
three series of patients. The degree of sedation can be 
judged in part by this alteration, the rate immediately before 


Taste X.—Alteration in Pulse Rate (Pre-induction Pulse Rate 
compared with “ Normal ”’) 














Alteration in Pulse Rat > . . 
(eaten Series A Series B Series C 
+11 or more 14 (47% 10 (50%) 9 (189 
—10 to +10 16 (53° 8 (4072) 28 (56 
—11 or more mie 2 (10% 13 026%) 
Total at 30 (100%) 20 (100%) 50 (100%) 











induction of anaesthesia being compared with the patient’s 
normal rate. This table shows that the three series of 
patients differed with regard to alteration of pulse rate. It 
is clear that the main difference is between series C and the 


























SeriesC |ControlGroup other two series together, and that this difference is that in 
A ro 7 ca 12 24) 7 4% series C a smaller proportion of patients tend to have an 
Sa’ or oversedated 38 (76%) 43 (86°%2) increase in pulse rate and a larger proportion to have a 
decrease. The duration of the sedative effect was gauged 
Total 50 (100° 50 (100° - - 
—_ stated from the relation between alteration of pulse rate and the 
_- interval between premedication and induction of anaesthesia. 
Taste IV.—Drowsiness This relation is shown in Table XI. In none of the three 
series of patients do the figures suggest any significant in- 
Series A | Series B Series C crease in the incidence of patients with increased pulse rate 
Drowsy... 7 379 il (35%) 29 (58° (nor with decreased pulse rate) between the first and second 
Not drowsy 23 (77% 9 (45%) 21 (42% two-hour period. 
Total 30 (100%) 20 (100%) 50 (100%) The figures in Table XII suggest no statistically significant 
difference between the three series of patients with regard to 
. time of premedication. 
TaBLe V.—Respiratory Depression 
a Steines + WP se ace laca eh " ble I) that sati 
: ——(a@ inical assessment has shown (Tabie I) that satis- 
| A Gegvenies, a (3.3) 20 (100%) a ou factory sedation was achieved in 73% of the 100 cases 
9 yo studied, and in 63% of the 30 cases given levorphan 
(100%) 20 (100%) 50 (100%) alone. (b) It is shown in Table X that 67% of the 100 cases 
studied showed either a decrease in pulse rate or an increase 
Taste VI.—Nausea not greater than 10 beats a minute. Among the 30 patients 
~~ __ given levorphan alone, 53% had an alteration in pulse 
Series A Series B Series C rate not greater than +10 beats a minute. The remaining 
Nausea... 2 (7%) 3 (15-0%) om 47% had an increase of 11 or more beats a minute, and this 
No nausea 28 (93-35% 17 (85-0%) | 50 (100%) compares with 27% of the 70 patients in the other two series. 
Total 30 (100%) 20 (100%) 50 (100%) Statistical analysis shows (Table X) that in series C (for 
which scopolamine was added to levorphan) the ten- 
: dency against acceleration or towards retardation of pulse 
Taste VII.—Recollection of Journey to the Theatre rate was significantly greater than in series B (for which 
Seri é atropine was added) and series A (for which levorphan 
a —* pecan was given alone). (c) Comparison of series C with 
Journey not remembered — 2 (10%) 6 (12%) a control group of 50 patients taken at random from 
: : a: —— —— — 500 who had received premedication with omnopon, 4 gr. 
Total 30 (100%) 20 (100%) 50 (100%) (22 mg.), and scopolamine, 1/150 gr. (0.43 mg.) (Table ID 
shows no significant evidence of difference with regard to 
. a clinical assessment of sedation. (d) From I (a), (b), and (c) 
ee ene of Tiiapentons Wjeetion above, it is concluded that levorphan has a definite sedative 
Series A Series B Series C effect. 
In oat samaniened 4 (13-42 3 Us% 17 (4%) IIl.—As judged by the alteration in pulse rate (Table XI) 
Injection remembered 26 (86-7%, 17 (85%) 33 (66%) no indication is given that the sedative effect of levorphan 
Toul 30 (100° 20 (100° 30 (100° (either by itself or in combination with atropine or scopol- 
— oo — amine) tends to wear off within the first four hours after 
subcutaneous injection. 
TaBLe IX.—IJncidence of Drowsiness Related to Time of Premedication 
Time (h) of Premedication (Hours before Operation) 
Series A Series B Series C 
O-hs2 | 2° he4 4-b O-hs2 | 2-ns¢ | 4<h O-hs2 | 2<hs4 | 4<h 
Not drowsy . 8 (72 7%)| 13 (765%)| 2 (100% 3 (33-3%)| 5 (50%) 1 (100% 5 (25%) 14 (50%) | 2 (100° 
: 3 (27-39)| 4 23 52 a 6 (66-7%)| 5 (50%) | = ae tise 14 (3082) = 
Total 11 (100%) 17 (100%) | 2 (100% 9 (100%) 10 (100%) 1 (100% 20 (100%) | 28 (100%) | 2 (100%) 
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TABLE XI.—Relation Between Pulse Rate Alteration and the Interval Between Premedication and Induction 



























































Time (h) of Premedication (Hours before Operation) 
Alteration in Pulse Rat 
Gaia Series A Series B Series C 
0<hs2 2<hs4 4<h 0<hs2 2<hs4 4<h 0<hs2 2<hs4 4<h 
+11 6 (54-5%)| 7 (41-29 1 (502 6 (66-7° 3 (30° 1 (1009 3 (159 5 (17-89 1 (50% 
~10 to +10 5 (45-5%)| 10 (58.85 1 {3068 2 (22.28 6 (60% =—"i¢ (3) 17 a3 - 
—11 or more — — _ 1 nt 1 (10% _ 6 ( 6 (214 1 (50% 
Total 11 (100%) | 17 (100%) | 2 (100%) | 9 (100%) | 10 (100%) | 1 (100% | 20 (100%) | 28 (100%) | 2 (100% 
TaBLe XII.—Time of Premedication For ‘premedication the drug was found satisfactory, 
a although it did not cause amnesia. It is suggested 
Fee tore Onetey | Series A Series B Series C — as a continuous drip levorphan is contra- 
Schas 7s nee >on 2 Uno indicated because of the high incidence of respira- 
2<hs4 17 (56-6%) 10 ¢ 28 (56° tory, depression. 
4<h 2 (67%) 1 (5%) 2 (4 
Total 30 (100%) 20 (100%) 50 (100%) My thanks are due to Dr. Maurice Mitman for advice’ on the 
preparation of this paner and to Major E. G. Reeve for a statis- 














IllL—({a) Of the patients given levorphan alone, 23% 
said that they felt drowsy (Table IV). In series B and C 
(for which atropine and scopolamine respectively were 
added to the levorphan) the figure rose to 57% of the 70 
patients, the difference being statistically significant. 
(b) From III (@) above it is concluded that levorphan 
has a slightly hypnotic effect. (c) The investigation (Table 
[X) gives no indication that the hypnotic effect of levorphan, 
either alone or in combination with either of the other 
two drugs, tends to wear off within the first four hours 
after subcutaneous injection. 

IV.—(a) Of the 100 cases studied, 5% showed respiratory 
depression (Table V). The investigation gives no indication 
of difference in this respect among the three series of 
patients given levorphan only, levorphan plus atropine, and 
levorphan plus scopolamine. In all five cases the respiratory 
depression was mild. (6) From IV (a) above it is concluded 
that levorphan tends to depress respiration slightly. 

V.—Nausea was observed in 5% of the 100 cases studied, 
and was severe in one case. Two of the cases were in 
series A, three in series B, and none in series C; but the 
differences are not significant. 

VI—(a) All 30 patients given levorphan alone stated 
that they remembered the journey to the theatre (Table VID), 
and 26 of them (86.7%) stated that they remembered the 
injection of thiopentone (Table VIITD. Among the whole 
100 patients studied, 92% said they remembered the journey 
and 76% said they remembered the injection. (5) The three 
series do not differ in either of these two respects; but, 
bearing in mind that the injection may not even be noticed 
by the patient, it is concluded that levorphan has shown 
no evidence of an amnesic effect in this investigation. 

VII.—From I to VI above it is concluded that levorphan 
given with atropine or scopolamine is satisfactory for pre- 


medication ; but, except for the long duration of action, has © 


no advantages over omnopon or morphine. 


Nitrous Oxide and Oxygen Supplementation by 
Intravenous Drip 


Following the previous investigation of levorphan as a 
supplement to nitrous oxide and oxygen anaesthesia by the 
intermittent injection technique, it was decided to investigate 
the use of the drug for the purpose when given as a con- 
tinuous intravenous drip infusion. It was found that, in 
order to build up sufficient analgesia, the drip had to be 
given at a rate liable to result in respiratory depression. 
The incidence of respiratory complications following opera- 
tions performed under this anaesthesia was increased 
significantly. . 
Summary 

Levorphan has been used as premedication in a series 
of 100 patients and as a supplement by continuous drip 
to nitrous oxide and oxygen anaesthesia in 25 patients. 


tical analysis of the results. ‘“‘ Dromoran” (levorphan) was 
kindly supplied by Roche Products Ltd. 
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Perforation of Both Tympanic Membranes During 
Anaesthesia 


This case is reported because it would appear to be most 
unusual. I could not find any record of a similar occur- 
rence in the literature. 


Case REPORT 


A healthy man aged 30 was operated upon for chronic 
appendicitis on August 22, 1953. Laparotomy was per- 
formed under general anaesthesia. Induction was begun 
with thiopentone sodium, 0.4 g., followed by succinylcholine 
chloride, 50 mg. A size 9 rubber Magill endotracheal tube 
was passed orally under direct vision without any difficulty. 
A Waters metal airway, size 3, was inserted alongside the 
endotracheal tube. A rubber face-piece was applied over a 
piece of gamgee and anaesthesia maintained with gas, oxygen, 
and trichlorethylene, using a Boyle machine on a semi-open 
circuit. A few minutes later gallamine triethiodide, 80 mg., 
was administered, followed by a further 40 mg. about 10 
minutes later. Assisted respiration was required for about 
10 minutes, and was performed by compressing the rubber 
rebreathing bag and partly closing the expiratory valve. No 
undue force was used in this manceuvre, and free air entry 
into the respiratory passage was seen and heard. 

The operation, which lasted about 40 minutes, progressed 
without any complications. When it was completed the 
patient was bleeding from both ears, and the opinion of an 
E.N.T. surgeon was sought. 

The patient was examined 10 minutes after the operation 
had been completed. He was then waking up from the 
anaesthesia. On examination, bleeding was seen from both 
ears. Haematotympanum was found on examination of the 
left ear, and the tympanic membrane was seen to be very 
thin and atrophic, and to be perforated in the attic region. 
On examination of the right ear blood was escaping from 
the external auditory meatus, haematotympanum was pre- 
sent, the tympanic membrane was very thin and atrophic, 
and a large triangular posterior perforation was present. 
On close examination of this triangular perforation a flap of 
the membrane was found ; the pressure of the escaping fluid 
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from within the tympanum had displaced the flap, leaving a 
small aperture on one side, and through this aperture blood 
was escaping. 

Systemic treatment with penicillin, 500,000 units eight- 
hourly, was given to protect the ears from possible infection. 

The following day the patient's history was taken. This 
revealed that he had suffered discharge from the ears from 
time to time up to the age of 7, when he had had his tonsils 
and adenoids removed. He had had no trouble in his ears 
since then, and his hearing was very good. An audiogram 
a fortnight later (September 10) revealed some decrease in 
the hearing of both ears. 

He made a satisfactory recovery. Both tympanic mem- 
branes healed completely ; and the patient’s opinion is that 
he can hear as well as before the operation. An audiogram 
taken four months later was the same as before. 


COMMENT 


It would appear that in this form of semi-open circuit 
there is a danger of compressing the air within the mouth 
and pharynx so that, with widely patent. Eustachian tubes 
and thin atrophic drum membranes, the increased pressure 
within the tympanum may rupture the drum membrane. 
This is what seems to have occurred in this case. 


I wish to thank Mr. G. E. Archer for his encouragement and 


advice. 
J. K. R. WaittincaaM, M.D., 


E.N.T. Registrar, Stockport Infirmary. 


lleo-colic Intussusception in an Adult 


This is the case report of a submucous lipoma of ileum 
which presented as an intussusception. This rare small- 
bowel tumour was associated with multiple subcutaneous 
lipomata, of which there was a familial history. 

Raiford (1932) found only 88 instances of tumours of the 
small intestine in 11,500 necropsies and 45,000 surgical 
specimens examined at Johns Hopkins Hospital. Adenoma 
and leiomyoma are the commonest small-bowel tumours ; 
fibroma, lipoma, angioma, and neurofibroma are much more 


_ Tare (Comfort, 1931; Moore, 1944). Comfort discussed 


alimentary tract lipomata and described 65 submucous lipo- 
mata of small intestine, 34 of which produced clinical effects, 
which in 28 instances were due to intussusception. 


Case REPORT 


A man aged 56 was admitted into hospital on January 5, 
1953, for investigation of mild central abdominal colic which 
had occurred an hour or two after meals for the previous 
three to four months. Physical examination on admission 
was negative apart from eight subcutaneous lipomata dis- 
tributed over the flexor surfaces of both forearms and the 
extensor surface of the right thigh. The patient volunteered 
the information that his father had had a similar condition 
on the forearms. There were no features to suggest von 
Recklinghausen’s disease. Twelve hours after admission he 
suddenly developed symptoms of acute intestinal obstruc- 
tion with abdominal distension and tenderness and guarding 
in the right iliac fossa. The pulse rate rose steadily over 
four hours, and the radiograph of the abdomen taken with 
the patient in the vertical position showed a gas pattern and 
fluid levels suggestive of a distal small-bowel obstruction. 

On laparotomy the cause of the obstruction was found to 
be an ileo-colic intussusception 12 in. (30 cm.) long, at the 
apex of which a polypoid growth could be felt through the 
caecal wall. The intussusception was reduced and the 
growth in the lower ileum examined ; because of its size 
and the surrounding oedema the lumen appeared to be still 
occluded, so the loop bearing the tumour was resected and a 
side-to-side entero-enterostomy performed. The rest of the 
small bowel was inspected, but no other tumour found. 


The patient was discharged from hospital two weeks after 
operation ; when he was seen later as an out-patient his 
condition was entirely satisfactory. One of his subcutaneous 
tumours was excised and found to be histologically a’ simple 
lipoma. In the pathological report the resected ileum was 
described as containing a polyp 2 cm. in diameter which on 
microscopical examination was shown to be a simple sub- 
mucous lipoma with an intense inflammatory change in 
the overlying mucosa (see Fig.). 














Specimen of ileum, showing the submucous lipoma and the 
congested bowel proximal to it. 


COMMENT 


Most intussusceptions of the small bowel in adults are due 
to benign tumours ; malignant growths are usually annular, 
and it is not mechanically possible for these to intussuscept. 
Because benign tumours of the small intestine are commonly 
polypoid in shape, an intussusception usually develops be- 
fore the tumour has grown to a size sufficient to obstruct 
the passage of the fluid small-bowel contents. 

This patient presented two clinical pictures often asso- 
ciated with small-bowel tumours. When he was admitted 
to hospital his symptoms were those of intermittent incom- 
plete obstruction, as evidenced by colic after meals, due, it 
is thought, to temporary bolus obstruction. Subsequently 
he developed the acute ileo-colic intussusception which 
necessitated an emergency laparotomy. At laparotomy the 
tumour was resected after reduction of the intussusception 
because it appeared that the bowel would otherwise remain 
obstructed. Aird (1949) has advised against this, and sug- 
gested resecting the tumour at a second operation to avoid 
the use of partially devitalized bowel in the entero-entero- 
stomy. 

The occurrence of multiple lipomata among various 
members of a family has been previously described, .and 
Willis (1948) believes there is a “ heredo-familial predisposi- 
tion.” Although reported cases to support this view are 
scanty, Willis cites several instances reported by Adair et al. 
(1952), in particular the case of a 53-year-old woman with 
16 discrete lipomata whose two sons and a grandson were 
similarly affected. In Comfort’s large collected series of 
submucous alimentary lipomata no patient is described as 
having lipomata elsewhere. The association in the case 
presented may be a coincidence, but it would not be un- 
reasonable to expect it to occur. 


The patient was admitted under the care of Mr. A. J. C. 
Latchmore, and I would like to acknowledge his help and that 
of Dr. W. Goldie in the preparation of this paper. 


KENNETH F. Woon, F.R.C.S., 


Surgical Registrar, St. James’s Hospital, Leeds, 9. 
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BREAD AND HEALTH 


Bread. The Chemistry and Nutrition of Flour and Bread, 
with an Introduction to their History and Technology. By 
Lord Horder, G.C.V.O., M.D., F.R RC. P., Sir Charles Dodds, 
M.V.O., M.D., “Ng "FRCP. F.RS., and T. Moran 
CBE. DSc, Ph.D. (Pp. 185+-vii; illustrated. 18s.) 
London: Constable and Co. Ltd. 1954. 
As the authors of this excellent book point out, bread is 
still our most important single food. Moreover, its pro- 
portion in the diet increases both with poverty and with 
a life of hard manual labour. A wholesome and nourishing 
loaf is therefore particularly important to those who are 
in the greatest danger of malnutrition. But, while few 
would dispute this conclusion, opinions are sharply divided 
as to what constitutes a nutritious loaf. Wholemeal, white, 
and national flour all have their supporters. Some regard 
“ improvers,” such as agene and chlorine dioxide, as neces- 
sary ingredients in obtaining a good porous bread; others 
regard them as poisons. Often judgment has been based 
on insufficient knowledge of the facts or on mere prejudice. 
It is highly satisfactory, therefore, that three distinguished 
authorities in the fields of medicine, biochemistry, and 
cereal technology respectively should have joined forces in 
producing a comprehensive and authoritative treatise on 
bread in all its aspects. 

The chapters deal with the history of bread ; the wheats 
of the world; the chemistry of wheat, flour, and bread; 
milling and baking processes ; improving agents ; the diges- 
tion and assimilation of bread; bread and nutrition; the 
enrichment of flour and bread with vitamins and minerals ; 
and bread and health. References to relevant publications 
are given at the end of each chapter. Perhaps the most 
valuable parts are those giving detailed information on the 
nutritive value of various types of flour and on the technical 
aspects of milling. The numerous investigations which 
have been made during recent years on the relative diges- 
tibilities of coarse and fine flours, on the effect of phytic 
acid in depressing the absorption of minerals, and on the 
deleterious effects of improvers are all very clearly 
explained. The abundant illustrations and diagrams, com- 
bined with excellent printing and presentation, make reading 
pleasant and reference easy. Faults are difficult to find, 
but possibly the references are not always as full as might 
have been expected in such an erudite account. It might 
have been mentioned, for example, that Mellanby’s bril- 
liant discovery of the effect of agenized flour in producing 
canine hysteria had been preceded by work both in Eng- 
land and in the U.S.A. which had incriminated a toxic 
factor present in certain wheat products. The priority of 
Dutch workers in tracing the relationship between wheat 
gluten and coeliac disease should be recognized. An estim- 
ate of the cost of a loaf of bread as divided between the 
farmer, shipowner, miller, manufacturing chemist, and baker 
might have made an instructive addition to the wealth of 
information already provided. 

T. Moore. 


GYNAECOLOGY 


A Textbook of Gynaecology. By K.M. Masani, M.D.(Lond.), 
F.R.C.S.(Eng.), F.1.C.S. (Pp. 639+xvi; 261 illustrations. 
Rs. 17/8.) Bombay: Popular Book Depot. 1954 
Reading this book is like dining at a new restaurant where 
the chef has a flair for hors d’cuvres and omelettes but is 
not so good with the meat course. The initial pleasure of 
having found something worth while is damped a little later 
in the meal, and even an excellent savoury cannot quite 
restore a sense of satisfaction. So it is with this textbook. 
Remembering that the wise men came from the East and 
that India with its millions offers a wealth of clinical 
material, one approached the book with a sense of eager 
anticipation. The author is obstetrician and gynaecologist 


to the Bombay Hospital and examiner in the Universities of 
Bombay, Madras, Nagpur, and Poona. He has chosen as 
a team of collaborators Drs. Purandare, Borges, Fernandes, 
and Vahia, who have contributed sections dealing respec- 
tively with the ovary, malignant disease, venereal disease, 
and psychosexual disturbances. While inclusion of a dis- 
cussion of disorders of psychosexual function is not an inno- 
vation in a gynaecological textbook, it is a feature missing 
from many. The authors are to be congratulated on the 
emphasis they have given it, though many readers will retain 
an open mind on some of the views expressed and others 
will be frankly sceptical of certain of the basic pronounce- 
ments used to explain psychosomatic gynaecological iliness. 

A somewhat unexpected weakness throughout the book is 
a failure to clarify clinical as opposed to theoretical details. 
In teaching students the strong meat of instruction does not 
consist of lists of possibilities. Good doctoring is based on 
accurate clinical observation and deduction. To describe 
pain as lower abdominal is too vague, and the backache 
of gynaecological as opposed to orthopaedic origin can 
usually be diagnosed by careful questioning and examina- 
tion. It should not need the failure of one or other method 
of treatment to make the diagnosis clear. These are two 
random illustrations of a fundamental weakness in an other- 
wise very interesting and useful book. 

JOHN STALLWORTHY. 


BLOOD GROUPS 


An Rh-Hr Syllabus—The Types and their Applications. By 
Alexander S. Wiener, M.D., F.A.C.P., F.C.A.P. (Pp. 82+ 
xii. $3.75.) New York: Grune and Stratton. 1954. 

Rh-Hr Blood Types: Applications in Clinical and Legal 
Medicine and Anthropology—Selected Articles in Immuno- 
haematology. By Alexander S. Wiener, M.D., F.A.C.P. 
re. 763+xii. $11.50.) New York: Grune and Stratton. 


In 1943 Dr. A. S. Wiener published the third and last 
edition of Blood Groups and Transfusion. This book has 
since been replaced in large part by a number of later works 
by other authors, but it has by no means been completely 
superseded, and most serious blood-group workers still find 
that they have to consult it frequently. Meanwhile Dr. 
Wiener has published some 230 papers in scientific journals. 
The contents of these include a very large volume of 
writing which is purely polemical and largely repetitious. 
It has thus been a matter of great difficulty to other workers 
in the blood-group field to trace in this mass of writing 
Dr. Wiener’s own recorded laboratory and clinical observa- 
tions and to give him due credit for them. 

The theoretical writings have had as their main object 
the exclusive maintenance of a particular genetical theory 
and notation for the Rh blood groups. The originality and 
outstanding importance of Dr. Wiener’s work on the Rh 
blood groups are admitted by everyone. It is also agreed 
that his notation is self-consistent and of considerable value, 
and that his genetical theory is (subject perhaps to certain 
modifications) one possible explanation of the facts. Many 
workers, however, think that, for certain purposes at least, 
another notation, that of Fisher, is more convenient, and 
that the genetical theory associated with it gives a more 
complete explanation of the facts. 

Having put forward his views and having gradually, like 
any good scientist, modified them (though perhaps insuffi- 
ciently) so as to follow the growing body of knowledge, 
Dr. Wiener, by claiming that his views are the only possible 
ones and by interminably repeating and occasionally vary- 
ing his arguments, has done little to persuade others to 
accept those views. The debt of the scientific world to him, 
great as it is, would have been much greater still if, instead, 
he had employed his time and his very great critical and 
literary ability in preparing a new edition of Blood Groups 
and Transfusion incorporating the very large amount of 
new knowledge on the blood groups which has emerged 
in the past 10 years, much of it from his own laboratory. 

Nevertheless the recent publication of two books by Dr. 
Wiener is an important scientific event. The smaller of 
these, An Rh-Hr Syllabus, is a fairly concise statement, in 
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the form of a glossary, of the author's views and nomen- 
clature regarding blood groups, transfusion, and haemo- 
lytic disease of the newborn, with special reference to the 
Rh factor. It will serve as a useful introduction and 
dictionary for those who wish to understand Dr. Wiener’s 
position or to read his papers and those of other authors 
who use his notation. The larger book, Rh—-Hr Blood Types, 
is a reprint of what are, in the author’s opinion, his prin- 
cipal contributions to the practical and theoretical investi- 
gation of the Rh factor. A few papers on other blood- 
group topics are included. For the specialist it is of the 
greatest value to have these selected papers collected be- 
tween two covers with an adequate index; the book will 
greatly facilitate the study of Dr. Wiener’s work, but it still 
contains much repetition and too much theoretical and 
argumentative writing. It is a great pity that the author has 
not seen fit yet further to select, to digest, and to integrate 
the material in the form of a completely new book. The 
present book ought, however, to be in every pathological 
reference library and in every specialized blood-grouping 
laboratory, though it is far too expensive for the pocket 
of most individual British workers. 
A. E. Mouranrt. 


PHYSIOLOGY OF THE EYE 


osiivey of | of ie E og Clinical Application. By Francis 
Heed Adler, M.A., M.D., F.A.C.S. Second tion Pp. 
734; 329 A, including 3 in colour. 97s. ) 


London: Henry Kimpton. 1953. 

The first edition of this excellent book has already been 
recognized as an outstanding exposition of modern con- 
cepts in ocular physiology. The emphasis throughout is 
on the importance of fundamental physiological principles 
to the understanding of the normal eye and the applica- 
tion of this knowledge to ocular disease. 

In the second edition the chapters on the cornea, aqueous 
humour, vitreous, visual acuity, visual purple, and ocular 
muscles have been augmented to include recent develop- 
ments. Most of the added material is likely to be of last- 
ing value, but it is perhaps inevitable that in such a rapidly 
changing field as aqueous dynamics some of the recent work 
should be out of date soon after publication. Kinsey, whose 
theories form the basis for this chapter, has already modified 
his view that the iris is impermeable to sodium chloride and 
other electrolytes. 

In spite of such small defects the book succeeds in giving 
a clear and readable account of modern research. It is well 
produced and beautifully illustrated. 

E. S. PERKINS. 


CARE OF THE AGED 


Geriatric Medicine: Medical cos of Later Maturity. Edited 

by Edward J. Stieglitz, M.S., M.D., F.A.C.P. Third edition. 

(Pp. 718; illustrated. £6.) Philadelphia and London: J. B. 

Lippincott Company. 

It is good to be able to welcome a third edition of this well- 
known textbook. There have been several changes for the 
better since the last edition appeared in 1949; but now, as 
then, the introductory articles by Stieglitz himself form an 
excellent exposition of the principles that should govern the 
care and treatment of all elderly patients. Reprinted by 
themselves these articles would form one of the minor 
classics of medicine. 

The numerous authors whom Stieglitz has invited to 
collaborate with him in this work have improved in many 
respects upon the former edition. There is a considerable 
amount of useful information, particularly in the sections 
on cardiovascular disease, which will be valuable from both 
a diagnostic and a prognostic point of view. Advice on 
treatment is sound, and the danger of making a chronic 
invalid out of a patient suffering from a disability with 
‘which he could, if necessary, cope is given proper emphasis. 
By following the advice given in these chapters it should be 
possible for a general practitioner to offer good treatment 
to his elderly patients and to ensure that in their last remain- 


ing years they shall retain a degree of independence that 
would not have been thought possible or practicable some 
years ago. 

Surgical practice in the elderly has increased in scope 
greatly within the last 20 years. This is largely due to 
advances in anaesthesia and to a realization that the patient 
must be made as fit as possible before operation is under- 
taken. Many investigations need to be carried out and often 
much pre-operative treatment given. But the extra time 
involved is well worth while, and major surgery has lost 
much of its. hazards for the elderly. The editor draws 
attention to one significant fact which should always be 
remembered when dealing with elderly patients : that nearly 
85% of all deaths represent the end of an old and long- 
standing illness. 

This book is well produced, printed, and illustrated, but 
its high price will put its purchase beyond the powers of 
all but a very few: this is a pity. 

AMULREE. 


CONGENITAL CARDIAC ANOMALIES 


An Atlas of Congenital Anomalies of the Heart and Great 
Vessels. By Jesse E. Edwards and others. (Pp. 202; illus- 
trated. 97s.) Springfield, Illinois: Charles C. Thomas. 
Oxford: Blackwell Scientific Publications. 1954. 
This atlas is in some respects a second edition of a similar 
book published in 1948. However, it has been so enlarged 
and expanded that it is almost a different book. Its six 
authors are all distinguished members of the Mayo Clinic 
and Mayo Foundation. 

The whole field of congenital cardiac anomalies is fully 
discussed and presented in a clear, concise, and agreeable 
fashion. Although the book consists of over 200 pages it 
can be read quite easily in an evening. It contains an 
excellent bibliography, and a useful section of biographicai 
sketches with portraits of those who have contributed to our 
knowledge of these conditions. It is valuable both as a 
textbook and as a work of reference. All who are interested 
in this subject should possess it ; all students, whether under- 
graduate or postgraduate, will profit by reading it. 

RUSSELL BROocK. 


PELVIC OPERATIONS 


An Atlas of Pelvic Operations. B Langdon Parsons, M.D., 
and Howard Ulfelder, M.D. Illustrated | by Miidred B. 
Codding, A.B., M.A. (Pp. 231. 90s.) a and 
London: W. B. Saunders Company. 1953 
This is an atlas in the sense that it ponerons essentially of 
pen-and-ink drawings of the chief steps in the operations 
falling within the scope of the gynaecologist, the text being 
represented in the main by the legends. There are, however, 
short introductions to each section, and these include hints 
on technique as well as comments on the indications for 
certain operations and on pre-operative and post-operative 
management. 

The work emanates from the Boston school of gynaeco- 
logy and is dedicated to Dr. Joe V. Meigs, who has done 
so much for that school in particular and for gynaecology 
in general. Bearing in mind his special interests, it is not 
surprising to find that the emphasis is on abdominal surgery 
and that radical procedures for pelvic malignant disease 
receive a prominent place. The descriptions of the latter 
constitute one of the best sections, and others which should 
prove of great help are those which deal with operations 
on the abdominal wall, the alimentary tract, and the urinary 
apparatus which the gynaecologist may be called upon to 
perform from time to time. 

Like many atlases, this has the disadvantage that its size 
and shape are such that it will not fit the standard book- 
shelf, and it is quite a problem to decide whether it is better 
housed in the erect or the recumbent position. Off the 
shelf, however, it has much which warrants commendation 
to those gynaecologists in training who want a reference- 
book to which they can turn before essaying, or after 
watching, a particular operation. 

T. N. A. JEFFCOATE. 
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THE TEMPORAL LOBES 
Considerable attention has been paid in recent years to 
the functions of the temporal lobes, and the part they 
may play in disorders of behaviour. In our opening 
pages this week Mr. Murray Falconer gives a neuro- 
surgeon’s views of these problems, and shows how 
striking is the benefit that surgery can bring to some 
patients with temporal lobe disease. It is nearly 80 
years since Hughlings Jackson drew attention to the 
elaborate but manifestly abnormal behaviour which 
may follow a “dreamy state” and of which there 
is no recollection. Some 23 years later, describing the 
seizures of another patient, he remarked that some 
post-epileptic actions would be regarded as criminal 
in a man fully himself. Since then many observations 
have been made on the manifestations of epilepsy, 
and to Penfield and his colleagues particular credit 
must be given for their painstaking studies. Evoking 
the patient’s characteristic aura by electrical stimu- 
lation of the cortex, they have provided a mine of 
information on cortical functions. In recent re- 
views'* they have reported that in some patients 
stimulation of the temporal lobe cortex has given rise 
to illusions of perception, hallucinations, “ memo- 
ries,” and even automatism. Such responses were 
obtained only in patients suffering from epilepsy 
characterized by such manifestations. Though or- 
dinarily “silent,” the temporal cortex appears in 
these cases to have become activated by the influence 
of the fits. To what extent it normally plays a part 
in the memory mechanisms is unknown. Destruction 
of one lobe—by tumour or operation—does not cause 
significant loss'of memory. Scoville* reports severe 
loss of memory after bilateral temporal ablations, but 
this also occurs after extensive bifrontal damage. 
Denny-Brown* suggests that frontal and temporal 
lobes may share such functions. 

Gibbs, Gibbs, and Lennox® considered that epilep- 
tics could be classified by their electroencephalo- 
graphic patterns into three main groups—grand mal, 
petit mal, and psychomotor. Since then the term 
psychomotor epilepsy has passed into common use 
and covers a wide variety of attacks. Bailey and 
Gibbs‘ state that one4hird of all adult epileptics fall 
within this group. Clinical manifestations include 
poorly co-ordinated or simple repetitive movements, 


activities inappropriate to the occasion, mental con- 
fusion, negativism, rage, amnesia, and, if the attacks 
are frequent, progressive personality and behaviour 
disorders. Williams’ draws a comparison between 
grand-mal and psychomotor accompaniments. In 
the former there are the disorganized tonic-clonic 
movements of the convulsion and in the latter the 
movements are organized, not convulsive, though 
apparently inexplicable in their context; again, in 
sensory grand mal the patient experiences coarse 
unorganized sensations of tinglings and the like, but 
in a psychomotor seizure the sensation is of a normal 
character though it may be distorted by perception 
and often accompanied by intense affective reactions. 
Though there is often complete amnesia, some 
patients have a highly organized aura which may be 
termed a psychical seizure. The abnormal E.E.G, of 
psychomotor epilepsy is often most marked in the 
temporal areas. In a series investigated by Hill* focal 
abnormalities were twice as common over the tem- 
poral lobes as over all other areas together. But it 
must be emphasized that psychomotor epilepsy—a 
group defined by a certain E.E.G. pattern—may arise 
from elsewhere in the brain than the temporal lobes 
and includes a great clinical variety of seizures. 
Opinion differs on whether the aberrant behaviour of 
a psychomotor attack may be a manifestation of the 
discharging focus at a “psychical” level or whether 
it is always a release phenomenon, the result of the 
discharging focus paralysing the highest centres. In 
other words, can the automatism be ictal or is it 
always post-ictal ? From his experience of E.E.G.s 
recorded during attacks—as distinct from interseizure 
records—Hill inclines to the latter view. 

Not only does the E.E.G. help in diagnosis by 
classification according to its pattern, but it may 
afford evidence on the location of the abnormally 
irritable focus of nerve cells which give rise to the 
clinical seizure, though special techniques may be 
necessary in detection or location—for example, 
by investigation when the patient is asleep.’ A great 
advance in the surgical treatment of epilepsy has been 
the application of E.E.G. to the exposed surface of 
the brain—electrocorticography (E.Co.G.). More 
accurate location of the epileptic focus is obtained, 
so that in favourable cases the appropriate portion 
of brain can be excised. Formerly, reliance could be 
placed only on the results of electrically stimulating 
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ing the brain of the conscious patient under a local 
anaesthetic, with the hope of evoking a seizure, and 
this technique is still the most certain proof of a 
focal abnormality. It has been by the scrupulous 
recording of such procedures that Penfield has made 
his observations on cortical function. But E.Co.G. 
can afford much additional help. Thiopentone anaes- 
thesia is particularly appropriate, since it activates 
the E.Co.G.** Electrical stimulation of the cortex 
will also evoke spike discharge from the abnormal 
focus, and the production of after-discharge in this 
manner is’a further aid in detection and localiza- 
tion." 12 

The evidence from clinical, operation, and necropsy 
observations that focal epilepsy with behaviour dis- 
turbances may arise from lesions of the temporal 
lobes, and the E.E.G. diagnosis of psychomotor 
epilepsy, have aroused particular interest in these 
lobes. Unfortunately the term psychomotor epilepsy 
has by some been used as synonymous with temporal 
lobe epilepsy. In a recent review Gastaut’* has drawn 
attention to this confusion of thought and the risk 
that in consequence operations may be carried out 
in unsuitable cases. He emphasizes the complicated 
nature of psychomotor seizures and suggests that 
there are at least three types. In one, very rare, the 
focus lies in the superficial temporal cortex ; in the 
commonest it lies in deep temporal structures such as 
the hippocampus ; in the third the focus lies in basal 
ganglia structures. He tentatively sets out clinical 
and E.E.G. criteria. The lesions which may give rise 
to epilepsy—apart from overt tumours—are mainly 
atrophic brain scars. These usually result from 
injury, either during birth or sustained accidentally 
later in life. The deepest part of the temporal lobe— 
the uncus and hippocampal gyrus, which are in close 
relation to the sharp edge of the tentorium—is most 
commonly affected. Encephalitis, toxic lesions, and 
other inflammatory conditions may also give rise to 
epileptogenic scars and are probably often respon- 
sible for basal ganglia foci. Rarely, unsuspected 
small tumours and hamartomas may be found.’** At 
operation the anterior 4-7 cm. of the temporal lobe 
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‘Suggestive observations have been made. 


is amputated according to the results of E.Co.G. con- 
trol, due respect being paid to the integrity of speech 
centres if the focus is in the dominant hemisphere." 
In about 60% of cases patients have been made free 
from fits for the periods of observation, but since 
many of these operations have been performed only 
in recent years their results cannot be finally assessed. 
The mortality of the operation is remarkably low, 
about 1.5%.'*'’ The importance of this type of 
epilepsy, and of the possibility of relieving at any 
rate some of those suffering from it, should not be 
underestimated. Not only are the attacks disabling 
and a source of distress and of insecurity to the 
patient and his relatives, but mental deterioration is 
a recognized sequel. 
psychotic phase after an attack, or as a progressive 
defect of personality and intelligence which may 
eventually necessitate admission to an institution. 
Liddle** found a temporal focus of E.E.G. abnor- 
mality in 50% of the epileptics within a mental 
hospital, and in 78% of these there were automatisms. 
Even in severely deteriorated cases, surgery may 
sometimes prove successful in abolishing attacks and 
thereby allowing social rehabilitation.'® 

The part that the temporal lobes may play in 
mental disorders other than those brought about by 
epilepsy has been reported upon by various observers. 
Oldham” describes two patients with paranoid symp- 
toms and outbursts of violently aggressive behaviour. 
During the psychotic illness each sustained a lesion 
—due to trauma and to vascular disease respectively 
—which clinically appeared to involve the left (dom- 
inant) temporal lobe. The aggressive behaviour 
was thereafter notably diminished for some weeks, 
and gradually returned as the neurological deficits 
iessened. Obrador*! carried out bitemporal leuco- 
tomy in two cases of schizophrenia, resulting in some 
improvement of short duration. Interest has been 
aroused by an apparent relationship between anti- 
social behaviour and E.E.G. abnormalities, and Hill* 
has found that temporal abnormalities were unusu- 
ally frequent in psychopaths with aggressive traits. 
Epilepsy and episodes of disturbed consciousness 
were twice as common in patients with anterior tem- 
poral foci, while abnormal personality w.ch aggres- 
siveness was more common in those with foci in the 
posterior temporal region. 

Anatomical and physiological explanations for 
these disturbances are not yet, forthcoming, though 
The tem- 
poral cortex has rich associative links with other areas 
of the cerebral cortex, but unlike them, with the ex- 
ception of the auditory projection area in the superior 
temporal gyrus, it receives no direct association fibres 
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from the thalamus. Le Gros Clark and Meyer” 
point out that the limbic lobe and its connexions 
appear to form a circuit, hippocampus-fornix—-mamil- 
lary body-anterior thalamic nucleus-limbic cortex- 
cingulum-hippocampus, which also receives fibres 
from other basal and cortical regions. They consider 
this may form a system for maintaining close func- 
tional relationship between the hypothalamus and 
phylogenetically more recent cortex. Papez™ sug- 
gests that this circuit, which has been called the 
“visceral brain,” may be closely related to. the 
mechanisms of emotion. Therapeutic resections of 
the uncus and hippocampal gyrus have been made 
in man,° but detailed results are not yet available, 
though the increased sexual activity seen in animal 
experiments*® is said not to have occurred. The 
application to human behaviour of the conclusions 
drawn from experiments upon the brains of ani- 
mals**~** is often fallacious. But from the various 
pieces of evidence available it seems possible that 
the temporal lobes, and in particular the deeper struc- 
tures torming part of the limbic lobe, have a particu- 
lar part to play in behaviour and especially the control 
and display of emotion. The indirect connexion 
with the primary olfactory cortex has a fascinating 
interest. In many animals the function of smell is 
by common experience of outstanding and funda- 
mental importance in the fight for existence and in 
procreation. In man the olfactory sense is of little 
importance, though familiar smells can on occasion 
evoke past memories and nostalgia, and a smell can 
fill us with pleasure or with disgust of nauseating 
intensity. That certain odours are powerful sex- 
ual stimulants is well recognized by the perfumery 
industry. 

Whether surgery of the temporal lobe will have a 
wider application in the treatment of mental disorder 
is a question yet to be answered. The results in in- 
dividual cases of temporal lobe epilepsy can be most 
encouraging, though there are many inexplicable and 
unpredictable disappointments. The opportunities 
for experimental investigation which these operations 
provide should be exploited to the full so that past 
observations can be confirmed and amplified, and 
fresh ones made in the light of increasing anatomical 
and physiological knowledge. It is to be hoped that 
Penfield’s example will be followed in using local 
anaesthesia whenever possible; critical responses 
from the conscious and co-operative patient are of 
the greatest value in enriching our store of facts about 
this mysterious field. The present tendency to operate 
on cases of epilepsy under a general anaesthetic be- 
cause pentothal activates the E.Co.G. should not 
become the invariable rule. 


DRUGS FOR PRIVATE PATIENTS 


In March, 1946, the year in which the N.H.S. Act 
for England and Wales was placed on the Statute 
Book, the Government issued a white paper’ sum- 
marizing the proposed new service. The item num- 
bered 4 began thus: “All the service, or any part 
of it, is to be available to everyone in England and 
Wales.” Part IV of the Act provides for “ General 
Medical and Dental Services, Pharmaceutical Ser- 
vices, and Supplementary Ophthalmic Services.” 
Patients may obtain dental and ophthalmic services 
without having to obtain general medical services. 
They are allowed, in fact, to take advantage of those 
parts of the services listed under Part IV of the Act, 
but not of the pharmaceutical services. This is an 
anomalous and unfair discrimination, but it appears 
that the Minister of Health is within his legal rights 
in preventing patients from enjoying one of the ser- 
vices under Part IV unless they combine this with 
usage of another service. The Conservative Party 
recognized the injustice of this anomaly in its election 
manifesto? of 1949 entitled, “The Right Road for 
Britain.” This is what it said about the “Health 
Scheme”: “The scheme is intended to be compre- 
hensive and any part of it should be available to any 
member of the public. We shall, therefore, allow 
private patients to obtain free of charge drugs pre- 
scribed by their doctor on a parity with people in 
the State scheme.” These were brave, unambiguous, 
and encouraging words, but what was the right road 
for Britain when Conservatives were wooing the 
electorate appears to be the wrong road now. they 
are in power, and according to a letter in last week’s 
Supplement the Minister of Health’s, Mr. Macleod’s, 


~ objection to fulfilling an election pledge is financial. 


In 1951 the Council of the B.M.A. recommended 
that Section 38 of the N.H.S. Act, 1946, be amended 
to enable private patients to obtain drugs and appli- 
ances on the same terms as patients registered in the 
N.H.S., and this became Association policy when 
the recommendation was approved at a Special 
Representative Meeting. The matter was brought 
to the fore again by the publication this year of the 
report issued by the Central Health Services Council’s 
Committee on General Practice in the N.H.S.—the 
Cohen Committee—in which it was stated: “.. . it 
was clear from evidence before the Committee that 
many of the doctors who appear most anxious to 
obtain this facility are unwilling to enter into any 
contract with, or submit to any conditions within, the 





1 See British Medical Journal, 1946, 1, 461. 
2 Published July 22, 1949. Conservative and Unionist Central Office. 
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Service.” Some confusion was thrown into the camp 
when on July 22 Miss Hornsby-Smith, Parliamentary 
Secretary to the Ministry of Health, said, in reply to 
a question, that “the report of the Committee on 
General Practice was unanimous.” Miss Hornsby- 
Smith must have been misinformed by her officials, 
because subsequent letters in the Supplement from 
the Chairman of the B.M.A. Council and others 
showed clearly that the report was not unanimous. 
Miss Hornsby-Smith referred to the difficulty of 
exercising “any proper control over excessive pre- 
scribing if doctors were‘not also providing general 
medical services.”* 

Still another reason was given by Sir Henry Cohen 
when he addressed the seventh annual meeting of the 
N.H.S. Executive Councils Association (see Supple- 
ment, p. 150). He said: “ The final decision of my 
committee was determined by one major concept. If 
you allow patients who pay their doctor a fee privately 
to have drugs under the N.H.S. you are creating with- 
in the N.H.S. two standards of general practice, with 
all the disadvantages thereof.... But the com- 
mittee’s decision was not determined by the fact that 
certain doctors would not enter into any contractual 
obligation within the Service at all. It was deter- 
mined solely by the one point, the difficulty of work- 
ing with two standards of general practice within the 
N.H.S.” Sir Henry, Mr. Macleod, and Miss Hornsby- 
Smith might decide on a common front on this ques- 
tion so that the profession may know what is the real 
objection to a measure promised in the Labour 
Government’s White Paper of 1946 and the Conser- 
vative Party’s manifesto of 1949. 

As some nine-tenths of the cost of the N.HLS. is 
paid for out of taxation it is difficult to see why tax- 
payers should not at least avail themselves of “ any 
part of it,” especially if they are forbearing enough 
not to demand “all the service "—to use the words 
of the White Paper. If the Cohen Committee made 
its decision not because of the additional charge on 
the national bill, not because of contractual difficul- 
ties, but because of the fear of creating two standards 
of general practice, then they made their decision on 
a basis that needs challenging. First of all, such an 
argument implies that a doctor will discriminate 
between private patients and public patients to the 
detriment of the latter. If this were indeed true then 
the natural corollary would be that there is something 
seriously wrong with the conditions in the publicly 
provided service. If one thing is better than another, 
you do not improve the worse by abolishing the 
better. The other disturbing implication about Sir 
Henry Cohen’s view—and it has _ considerable 


authority behind it—is the implication that there 


should be only one standard service, the National 
Health Service, with the corollary that private prac- 
tice is something not to be encouraged or even some- 
thing to be discouraged. Such a view fails to recog- 
nize that some persons prefer to be private patients, 
and some doctors prefer private practice to public 
practice. To argue, as some do, that private patients 
should not be allowed freé drugs because of the pos- 
sible abuse of this should be followed to its logical 
conclusion and free drugs should be disallowed to 
everyone because of the abuses in this respect which 
have undoubtedly existed since 1948. Between the 
British extreme of supplying all drugs free to N.HLS. 
patients and the Russian extreme* of making all 
patients pay for their drugs there is the Australian 
mean of supplying the “ life-savers ” free and making 
patients pay for the rest. So long as Britain holds 
to the principle of supplying drugs, from cough mix- 
tures to cortisone, free to patients in the N.H.S. then 
the profession should back the B.M.A. in its policy 
of allowing free drugs to private patients in fulfilment 
of the promise in the White Paper of 1946: “ All the 
Service, or part of it, is to be available to everyone 
in England and Wales.” 








AGAMMAGLOBULINAEMIA 


A severe deficiency of plasma gamma globulin resulting 
in incapacity to form antibody and thus to resist infec- 
tion was first demonstrated by Bruton’ two years ago. 
The patient was a boy who had had a long series of 
bacterial infections and three attacks of mumps. No 
antibody was demonstrable in his blood either after 
natural infection or in response to bacterial vaccines or 
diphtheria toxoid. He could be kept well only by regular 
administration of gamma globulin. Since then about 
a dozen other examples of this condition have been re- 
ported, nearly all in children, and chiefly in the United 
States, although cases have recently been described in 
Swiss and German journals by Moncke? and Lang and 
his colleagues* and in Britain by Grant and Wallace.‘ 
Sanford, Favour, and Tribeman* were the first to report 
the condition in an adult. This was a woman of 
39, who gave a history of attacks of bronchitis since 
early childhood and a sprue-like condition, compli- 
cated at one stage by an ischiorectal abscess. She was 
found to have bronchiectasis, and while under observation 
had pneumonia and otitis media, then H. influenzae men- 
ingitis, followed successively by an ascending myelitis, 
further attacks of respiratory-tract infection and otitis 
media, and sinusitis. It was eventually shown that her 
gamma globulin amounted to only 25 mg. per 100 ml. 


‘ plasma, or about 0.5% of the plasma proteins, the 





1 Pediatrics, 1952, 9, 722. 

® Schweiz. med. Wschr., 1954, 84, 1033. 
* Klin. Wschr., 1954. 32, 856. 

* Lancet, 1954, 2, 671. 

5 New Engl. J. Med., 1954, 250, 1027. 
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normal proportion being 14%. She is now being given 
0.1 g. gamma globulin per kg. body weight at intervals 


of one month: her cough and other symptoms have . 


improved and no further acute infections have occurred. 

This extraordinary defect is evidently one of which 
the existence should be more widely known. It may be 
suspected in children suffering repeated attacks of pneu- 
monia, meningitis, otitis media, or other septic infec- 
tions, and of infectious fevers due to viruses of 
which one attack should protect for life. Possibly 
few of these children survive to adult life, but evi- 
dently survival is possible until middle age. Moncke,? 
whose 16-years-old patient had a typical history of 
repeated attacks of otitis media, pneumonia, and other 
infections, believes that an attack of pertussis at the 
age of 3 may have been the origin of the defect. 
Fortunately electrophoretic or serological analysis of the 
plasma proteins is not the only investigation on which 


at least a tentative diagnosis of gamma globulin defi-. 


ciency can be based; a much simpler one will either 
disprove the diagnosis or strongly suggest it. Incapacity 
to form antibody naturally affects not only those anti- 
bodies concerned in resistance to infection but all others, 
including isohaemagglutinins. Thus this patient’s blood 
was of group B, but her serum contained no agglutinin 
for.group A cells; her sons, on the other hand, had 
isohaemagglutinin titres of 1:64 and 1:256. This in- 
vestigation and others which have been made on parents 
and siblings have shown no evidence of hereditary trans- 
mission of the defect. 

It is tempting to speculate further on the possibilities 
suggested by this discovery. If there can be an almost 
complete failure to form gamma globulin, may not lesser 
degrees of this defect exist, and account for persistent 
chronic infections or liability to recurrent infections of 
perhaps a less serious nature than those seen with the 
full defect ? Anyone with an electrophoresis apparatus 
in a diagnostic laboratory may look forward to a busy 
time while this idea is being explored. 





RESPIRATORY FAILURE IN POLIOMYELITIS 
At the Third International Poliomyelitis Conference held 
at Rome in September, and reported then in this Journal, 
the Danish method of positive pressure ventilation was 
a matter of some controversy. At least part of the mis- 
understanding on the subject arises from the use of the 
terms “ negative pressure ” and “ positive pressure ” and 
from the claim that negative pressure is the only physio- 
logical method. So far as ventilation is concerned, there 
is little difference: air can enter the lung only down a 
pressure slope, and it matters little whether the slope 
results from a pressure below atmospheric in the lungs, 
or from one above atmospheric in the mouth or trachea. 
But ventilation and respiration are not synonymous ; 
pulmonary blood flow and the return of venous blood 
to the heart are essential factors in respiration, and the 
effects of negative and positive pressure ventilation on 
them are quite different. Failure to understand these 
differences may lead to therapeutic disasters, but when 
the underlying physiology is understood each method can 


1 British Medical Journal, September 18, p. 698. 





be applied with safety to the patient. The iron lung is 
a cumbersome apparatus, though within its limits highly 
efficient, and when respiratory paralysis is purely spinal 
in type it nearly always produces effective ventilation. 
When spinal is combined with pharyngeal paralysis and 
there is accumulation of mucus in the throat, or when 
the disease is central, the iron lung is much less efficient. 
Lives can be saved by repeated suction or by nursing the 
patient prone in the iron lung, but the treatment of such 
cases cannot be other than hazardous. When positive 
pressure ventilation is applied through a cuffed tracheo- 
tomy tube, the pool of mucus in the pharynx is by-passed 
and the danger of aspiration into the lungs averted. 
Bronchial secretions can be readily removed by suction 
and the patient can be nursed supine, semi-prone, or 
propped up. The method is highly flexible, for rate, 
depth, and cycle of respirations can be varied instantly. 
The danger of ulceration or stenosis of the trachea is 
not negligible, however, and it may be more difficult to 
wean a patient from a tracheotomy tube than from an 
iron lung. For these reasons it is difficult to justify 
positive pressure ventilation in cases of purely spinal 
type ; in cases of combined pharyngeal and spinal types 
or in respiratory centre disease it is possibly the best 
method. Patients with pure pharyngeal paralysis require 
no artificial ventilation at all, and the routine perfor- 
mance of tracheotomy on them is entirely wrong. 

In attempting to assess the value of the two methods, 
the. basis of comparison must be agreed. Mortality 
figures may be misleading. Figures of '2-3% mortality 
were cited in Rome as evidence of the efficiency of 
negative pressure techniques. It was later admitted that 
many of the cases were mild and required no respiratory 
assistance at all and that the mortality of severe cases 
was nearer 20%. On the other hand, the indications 
for positive pressure ventilation must:be more clearly 
defined: is the method recommended for combined or 
central types only, or is it offered as an alternative to 
the iron lung for all cases requiring respiratory assist- 
ance ? 


PRE-REGISTRATION UNEMPLOYMENT 
When the provisions under the Medical Act, 1950, for 
a year’s compulsory pre-registration hospital work for 
medical graduates came into force in January, 1953, it 
was foreseen that such a large scheme could not at once 
work smoothly. Licensing bodies prepared the ground 
beforehand by “ approving ” hospitals in their associated 
regions as suitable for pre-registration training, and the 
General Medical Council prepared a reference list of 
these approved hospitals throughout the country. On 
paper, at all events, sufficient pre-registration posts in 
medicine, surgery, and midwifery were allocated to ful- 
fil the requirements of the Act. But it was one thing 
to prepare enough vacancies and quite another—and 
impossible—thing to foretell human preferences in selec- 
tion and in what proportions applicants would choose 
medicine, surgery, or midwifery. For after qualifica- 
tion students are responsible for finding their own jobs, 
and, as might be expected, they have exercised their free- 
dom of choice both of hospitals and of appointments. 
Nor could vacant posts be expected suddenly to coincide 
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with the examination sessions of licensing bodies just 
because of an appointed day. 

These things have contributed to inevitable delays in 
people fitting themselves into jobs. Although, perhaps, 
it is too early yet for the scheme to have settled into its 
stride, nevertheless after 22 months’ experience there is 
disturbing evidence that financial hardship—at times, 
apparently, of a severe kind—is being caused to some 
pre-registered students by periods of unemployment. 
The average time taken for the prescribed year appears 
to be about 15 to 18 months. Delays occur before 
starting and between. posts—intervals in which the 
student has no pay and cannot, as a doctor, earn any. 
A letter in last week’s Supplement’ puts the position as 
many find it, and the Organization Committee of the 
B.M.A., as we reported in June,? and again last week,°* 
is looking into the matter. 

Not the least important facet of this problem is the 
students’ freedom of choice. Naturally some jobs and 
hospitals are more attractive than others (headed by the 
teaching hospitals), and it is found that competition for 
medical and obstetric appointments is greater than for 
those in surgery ; and yet the numbers of vacancies in 
each branch are approximately equal. Hospitals, too, 
have a voice in selecting their staff and exercise it some- 
times, it is said, by preferring a registered applicant to 
the exclusion of a pre-registered. So long as freedom 
reigns in these matters, and the student would be the 
first to suffer under some system of compulsion or direc- 
tion, so must there be some delays in appointment. But 
many cannot afford unemployment, and if there are 
some whose gifts and attainments are not such as to 
recommend them readily to selectors, nevertheless they 
have been selected as students and there is a moral 
responsibility to see them through to the end. The 
deans of many schools do their best to fulfil this re- 
sponsibility, and with some success, but so long as there 
is genuine hardship among their pupils none will feel 
satisfied. There is much to be said for a pre-qualification 
discussion between dean and student about the latter’s 
future, and, if need be, some firm advice. Few regional 
boards, faced with the apparent paradox of house jobs 
on their hands, seem to have experimented with setting 
up a bureau to which applicants looking for pre- 
registration posts could apply. Something more could 
probably be done to coincide the start of pre-registration 
appointments approximately with the time at which the 
greatest number of students within the region qualify. 
No one authority is solely responsible, but all will wish 
to give their attention to the relief of this distressing and 
somewhat difficult situation. 





CONSTITUTION OF THE B.M.A. 
The committee set up by the Representative Body at 
Cardiff in 1953 to examine and report on the constitu- 
tion of the B.M.A. has been surveying its field, and is 
now embarking on a detailed examination of the founda- 
tion of the Association’s organization, the Division and 
Branch. In this week’s Supplement we print a ques- 

1 British Medical Journal Supplement, October 16, p. 144. 


* Ibid., on 19, 
8 Tbid., October pa p. 144. 





tionary, together with some explanatory notes, which the 
Constitution Committee is sending to all Divisions and 
Branches (excluding overseas Branches) for study. The 
Committee hopes through this questionary to collect a 
consensus of opinion on some of the ways in which the 
Association should best refit itself to deal both with its 
own affairs and with conditions of practice so different 
from those prevailing when the constitution was framed 
50 years ago. The periphery is the natural place to 
begin such a task. The peripheral organization is the 
principal means in this or in any national association 
for serving the individual member, and it also offers the 
main opportunity for the individual member to serve his 
Association. Divisions and Branches are being asked 
here to make an important contribution to the future 
development of the B.M.A., and much will depend on 
their combined wisdom. 


SNAKE-BITE MORTALITY 
The assessment of world mortality from snake-bite is 
difficult, because in few countries do the published vital 
statistics list this cause separately. Generally fatalities 
are registered under more comprehensive headings such 
as “ accidents from venomous animals” or “ injuries by 
animals in farming, etc.” Nevertheless Swaroop and 
Grab! have made a laudable attempt, by collating data 
from numerous national records, to assess the serious- 
ness of snake-bite as a cause of death throughout the 
world. Of approximately 2,500 species of existing 
snakes, belonging to 13 families, only a small propor- 
tion are venomous. Of these a mere 200 are a danger 
to man and are distributed unequally among the five 
families : Elapidae, Viperidae, Crotalidae, Colubridae, 
and Hydridae. The last include the sea-snakes, all of 
which are poisonous, but they are unobtrusive and 
account for only a few fatalities among fishermen. 
The Elapidae are widespread in the Tropics ; they include 
the Old-World cobras and mambas and the New-World 
coral snakes, Europe being the only continent with none. 
The only poisonous reptile in the British Isles is the 
common viper (or adder), but there have been only 
seven deaths from adder-bite in England and Wales in 
the last fifty years. There are no adders in Ireland. 
Swaroop and Grab. estimate that there are 1,122 million 
people in the countries which publish vital statistics suit- 
able for the calculation of snake-bite mortality. On 
this basis the total number of fatalities in the world 
(excluding China, U.S.S.R., and some central European 
countries) is estimated at 30,000-40,000 annually. These 
include 25,000-35,000 for Asia, 3,000-4,000 for South 
America, 300-500 for North America (where it is esti- 
mated that snake-bite causes 10-20 deaths a year in the 
U.S.A. and a negligible number. in Canada) and Mexico, 
while Europe and Oceania (including New Zealand, 
where there are no poisonous snakes, and Australia, 
where they are, in certain areas, abundant) follow with 
50 and 10 respectively. For Africa only a vague esti- 
mate is possible, but it is approximately assessed at 400- 
1,000 per annum. An estimate of the total morbidity 
is even more difficult, but it is suggested that about 
half a million persons are bitten annually by serpents 
either venomous or non-venomous. 
1 Bull. Wid Hith Org., 1954, 10, 35. 
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MULTIRACIAL GENERAL PRACTICE 
IN NAIROBI 


BY 
AYRES L. RIBEIRO, M.R.C.S., L.R.C.P. 


Multiracial general practice in Nairobi can be quite a 
difficult affair for any newcomer not acquainted with 
Africa and the Orient; for, apart from knowledge of 
general medicine and even specialized tropical medicine, 
there are many factors which govern the healing art. 
The chief of these factors in a multiracial society is the 
knowledge of the peoples themselves in relation to 
disease. In Nairobi, poverty, ignorance, and supersti- 
tion play a very important part, in contrast to England, 
where they are practically negligible. 

In the practice of medicine in a multiracial city, 
among peoples of diverse races and creeds, with cul- 
tures of different social and economic strata, one has 
not only to know these patients of different races and 
tribes as individuals, but also to know them in relation 
to their tribal and racial background. Mere expert 
medical knowledge will not suffice. 


The European Community 

The European population, consisting of people from the 
United Kingdom and the rest of Europe, are more or less 
in a privileged position both economically and medically. 
They have a medical system which is as good as any in 
Europe, and there is no poverty, because there is practic- 
ally no unemployment and wages are high. With them, 
therefore, medical practice is the same as in Europe. 


A Complex Community 

The Asians form a very complex group of peoples, con- 
sisting of Hindus, Mohammedans, Goans, Arabs, Sey- 
chellois, and Somalis. The Hindus make up 52% of this 
group, and are subdivided into Sikhs, Punjabis, Marathas, 
Cutchis, Banniahs, and Patels. With the exception of the 
Sikhs, they are generally vegetarians, and much of the 
disease among them is due to poor nutrition, particularly 


‘among the women, whose diet is totally inadequate, thus 


producing avitaminosis and anaemia. 

Overcrowding is general. I have often seen a family 
of six, eight, or even ten living in one room, using tiered 
beds like bunks in a ship. It is not to be wondered that 
members of the family are constantly ill. I was once called 
to attend a case of obstructed labour. The patient was in 
a little tin shed, which consisted of a single room where 14 
people had been living. The woman in labour was not 
30 years old, and she had already had six children. This 
was her seventh baby. I had to rotate and apply forceps 
with the aid of two small electric torches and an open-flame 
nightlight while my wife gave chloroform. 

The Patels, Banniahs, and Cutchis, although sometimes 
quite well off, are particularly guilty of living in over- 
crowded premises, because they love to amass money. They 
are vegetarian, and even in the severest cases of anaemia 
they refuse liver injections and any form of meat or fish 
extract by injection or orally. 

The Sikhs are very fond of drinking milk and sometimes, 
in contrast, brandy, each drink of which consists of four to 
five fingerbreadths at a time and as much as over a bottle a 
day, with the inevitable consequences. 

The Mohammedans can be divided into the Orthodox 
Muslims and the Khojas, who are the followers of His 
Highness the Aga Khan. The latter group is very well off 
both economically and medically. This is due to a very 


wise economy in the community, with highly organized busi- 
ness, and also extensive free medical services among them- 
selves. { 

The Orthodox Mohammedans are not so advanced as the 
Khojas and their economic standard is lower. Their women- 
folk suffer from lack of air and exercise, because, owing to 
the custom of purdah, they are mostly confined indoors. 
Some of them wear garments like huge tents, called birlahs, 
when they step out of their homes, so that no man may see 
their face or figure. These birlahs are cumbersome and shut 
out the light and air, causing these women to have an un- 
healthy pallor. These people are very fond of extremely 
greasy and rich food, which is apt to produce dyspepsia and 
obesity. They prefer Christian doctors to any others, some- 
times even in preference to one of their own faith. 

The Goans are a unique group. They are devout Roman 
Catholics and have been so for the last four centuries. With 
Roman Catholicism they have assimilated some Portuguese 
culture, and so are more westernized in their ways and 
outlook than the other Asians here. Medical practice among 
them is mostly confined, apart from the usual common 
ailments, to nutritional disorders due to their limited diet. 
This consists of rice, curry, fish, and overcooked meat, 
which is very oily and highly spiced; it causes dyspepsia 
and poor development of children, who tend to be under- 
sized and rachitic, sometimes showing extensive dental caries. 
I have seen one case of acute pancreatitis following a heavy 
drinking bout on a saint’s feast day. Venereal disease is 
very rare, and I have treated only one case in eight years. 

The Arabs and Swahilis live mainly in the coastal areas, 
but sometimes settle in Nairobi. They are Mohammedans 
who deal in skins and hides. Consequently one sees anthrax 
and a variety of skin diseases among them. They are very 
susceptible to venereal diseases. I have seen them with 
chancres and gonococcal discharges as well as other venereal 
granulomatous diseases of the genitals, anus, rectum, the 
armpit, groin, and even the navel. It seems that male and 
female prostitution is quite the accepted thing. 

The Somalis are the most backward of this group of 
peoples, because they have no written language of their 
own, and very few of them can read or write any language 
at all. They are mostly cattle-herding nomads in the country, 
and garage hands when living in the city. They are 
notoriously addicted to the drug myrrha, which helps them 
to live on a very meagre diet. They are very quarrelsome, 
and often inflict injuries on one another which need medical 
attention. Jealousy, combined with hallucinations from 
too much myrrha, is a potent factor for crime, such as 
cutting the nose and ears, or slitting the genitals of a wife 
who is suspected of unfaithfulness. They are strict 
Mohammedans. I had a woman brought to me from a 
district 30 miles away for tooth extraction, when she was 
very ill from haemorrhage due to difficult labour caused 
by locked twins. When I suggested to the relations that I 
would like to treat her for this condition first, they declined 
emphatically and told me that midwifery was not a man’s 
business at all, even if he was a qualified doctor. I was 
told later that the woman died, and that her relations 
shrugged their shoulders and said that it was the will of 
Allah. 

Because they are Mohammedans, the Somalis often ask 
the doctor to circumcise both males and females. In the 
case of the females this is done by either removing the labia 
minora alone or the labia minora together with the clitoris. 
I always advise them to have only the labia minora removed 
and to leave the clitoris alone. 

Since they are a turbulent people, they will sometimes 
commit murder with knife or poison. The seeds of Datura 
stramonium ground and mixed with coffee are often used. 
Therefore one has to be particularly careful when they state 
that a patient has died at home miles away from Nairobi, 
or even in Nairobi sometimes, and that they need a death 
certificate. J had a Somali come to me for a certificate 
of death for a man I did not remember treating withit a 
month. He insisted that I had treated him for this last 
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iliness, and as proof produced a bottle of medicine with 
my label on it. The date on the label showed that the 
medicine had been dispensed three years before. It was just 
as well that he was illiterate. 

The Seychellois come from the Seychelle Islands, in the 
centre of the Indian Ocean. They are of mixed European 
and Indian Oceanic descent. They are generally poor. 
The males work in the garages and the females as nannies 
during the day. At night they supplement their income by 
other means. One often sees congenital syphilis among 
them. 

Asian Languages Spoken.—lIt will be seen from the above 
‘description that one must know more than English to treat 
these peoples. The other languages required are Hindustani, 
Gujerati, French for the Seychellois, Portuguese and 
Konkani for the Goans, and Swahili for the Arabs and 
Somalis. 

The African Community 


A large proportion of a multiracial practice in Nairobi 
must needs be African. It is in this group that one really 
sees disease at its worst. Any medical student who has 
the chance to see this aspect of general practice for only 
a few weeks would acquire knowledge and experience he 
would never forget. 

These patients sometimes travel hundreds of miles to see 
their chosen doctor, and, in his absence, will wait patiently 
for him, refusing to see any other doctor even if supplied 
free by the Government. They will sometimes walk into 
my surgery with a double pneumonia or a septic abortion 
in extremis, and to one’s surprise recover against all odds. 

There are many African tribes. The lingua franca of all 
the tfibes is Swahili. The largest group is composed of the 
Kikuyu, Meru, Embu, and Wakamba tribes. All of them 
speak Kikuyu or a variation of Kikuyu with their tribal 
dialects. 

They are Bantu-Hamitic and so practise circumcision of 
both men and women, the same as the Somalis, although 
they are not Mohammedans. The important thing is that 
circumcision is always performed by the elders, male and 
female circumcisers; never by anybody else, not even a 
qualified doctor. It is only when the wound becomes septic 
or refuses to heal that they will consult a doctor; but 
sometimes they come for trimming or repair because of 
excessive mutilation. 

All these people are extremely superstitious and addicted 
to witchcraft. It is only when the witchdoctor has failed 
with his tricks—and one of them consists of making tiny 
cuts with a small sharp knife on the skin of the part he 
thinks diseased—that they come to the city for treatment. 
If the patient is cured then all is well. If not, then they 
will blame the doctor’s injection and medicine for any 
trouble that may occur. 

The Wakamba aré a tribe who use poisoned arrows when 
hunting game. The poison is a decoction of the leaves, 
flowers, arid twigs of a shrub called accaconthera, which 
grows wild in great abundance, and contains a very lethal 
cardiac glucoside. These people file their teeth into fine 
sharp points. Eventually caries invariably destroys these 
teeth, leaving only the stumps, which become septic. The 
Wakamba will go only to a qualified doctor for removal of 
these stumps, and to no one else, because, since their witch 
doctor, who is called a “ Muganga,” originally filed these 
teeth, only another Muganga, although a foreign one, has 
the right to take them out and treat them. 

This also applies to the Jaluo, a Bantu-Nilotic tribe 
inhabiting an area round Lake Victoria, with Kisumu as 
its main town. They do not practise circumcision, but they 


remove the lower incisors and canines. Removal of their - 


teeth is not easy, because these are large and very strong, 
much stronger than those of any other people whose teeth 
I have removed. 

The Baganda are from Uganda, and among them 
venereal disease is very extensive, because sex is their 
greatest cult. So much is this so that the women enlarge 


their labia minora to four or five times their normal size 
by stretching them regularly from childhood onwards. These 
people often need special treatment to the labia minora, 
which become infected. 

The Masai, who are a cattle-herding tribe, are very sus- 
ceptible to pneumonia because they do not adjust themselyes 
to the variations of temperature, which sometimes amount 
to as much as 30 to 33° in 24 hours. The Masai women 
are very fond of ornaments. They will cover both arms 
with bangles of different varieties. I had a woman come 
to me for treatment of severe burns of the whole of the 
right forearm, caused by celluloid bangles which had caught 
fire when she was cooking on a charcoal brazier. 

All tribes invariably suffer from malaria, and it is quite 
common to see small children with enlarged spleens, some- 
times occupying quite a large part of the abdominal cavity. 
The Wakamba suffer from kala-azar, which also produces 
enlargement of the liver and spleen. They get pneumonia 
and secondary anaemias quite easily, and it is not uncommon 
to see them with deep chronic ulcers on their legs. The 
children are pot-bellied owing either to helminthic disease 
or to the maize diet. 


Factors Governing Treatment 


As I have said, these people will travel enormous distances 
to consult their doctor. They arrive in the city in the 
morning and leave by 4 o’clock in the afternoon. One has 
therefore to do as much as one can for them, in the mini- 
mum of time and for very little money, for the average 
African cannot afford the fare for frequent visits, and can 
pay for only one or two consultations. He must have treat- 
ment that will either cure the disease or tide him over till 
his next pay-day. Asa rule, they will not take any medicine 
which did not come from the surgery of the doctor himself, 
and will often demand that he administers the first dose with 
his own hands. 

Poverty, ignorance, and superstition hinder and limit 
treatment. A Sikh child whose arm had been burnt over 


“a charcoal brazier was brought to me. The family have 


been my patients for many years, but on that particular day 
I was not available, so the father rushed to another doctor. 
This doctor called in a surgeon, and between them they 
decided that the burns needed skin-grafting. They explained 
this to the father, and told tum that they would have to 
cut the skin from the back of the child. The father imme- 
diately picked up the child and ran out of the surgery. He 
contacted me later, and told me that he could not under- 
stand treatment which made one injury into two. This 
shows that one must know one’s patient and his mentality. 

Superstition can be a very strong factor in hindering 
treatment. An example of this is the belief that the uvula 
is the seat of all illness—a belief that will make them refuse 
treatment for pneumonia or any other disease if the uvula is 
not cut first. Again owing to belief in magic, the African is 
very reluctant to give blood for examination, especially if 
drawn from a vein, lest it be used against him for black 
magic. ‘ 

Ignorance affects treatment at the moment, as the African 
is very easily taken in by anti-European political propa- 
ganda. At present the Kikuyu are very averse to being 
injected, because they have been told that the Europeans 
are trying to exterminate them and their cattle with injec- 
tions, and also that the foreign doctors may give them either 
poison or mere water, according to the instructions received 
by them from the Government. 

Poverty is the cause of spread of venereal disease due to 
prostitution. It is responsible, too, for disease due to a 
diet of unsupplemented maize. Poverty is also responsible 
for helminthic diseases, which are due to lack of hygienic 
amenities and of finances for treatment. 


Discussion 


It will be seen that a multiracial practice in Nairobi is 
quite different from a practice in Britain, where everything 


- 











 uo~ Cc Od PR & awe a 





es 
he 
as 


ge 
an 
t- 
ill 
ne 
If, 
ith 


nit 
fer 
ve 
ay 
or. 
ey 
ed 


ne- 
He 
er- 
his 
ity. 
ing 
ula 
use 
a is 
1 is 
, if 
ack 


can 
pa- 
ing 
ans 


ther 
ved 


> to 
oa 
ible 
onic 


yi is 
hing 











‘ 


Oct. 23, 1954 


MULTIRACIAL GENERAL PRACTICE IN NAIROBI 


—., a 981 





is homogeneous and organized in a welfare State, and where 
patients have not to worry about paying their doctors. 
Besides, superstition and ignorance as a hindrance to treat- 
ment are practically negligible. 

One must know something about Eastern peoples if they 
are to be treated successfully, because, in the East, truth is 
regarded as an eccentricity and the process of thought is 
diametrically opposite to that of the West. 

The African medical practice is generally run solely on 
the clinical acumen of the doctor, with little use of modern 
accessory aids, for the simple reason that finance, time, and 
distance make laborious investigations involving highly tech- 
nical apparatus an impossibility. An African is unable at 
the moment to cope with the expense of x-ray examination 
and chemical and pathological tests, since he can barely 
afford to pay the small fee of the doctor, and also because 
he comes into the city only once in several weeks for his 
affairs, which usually have to be completed in a single day. 

Because of these factors, a practitioner’s surgery is simpli- 
fied into an office, a sitting-room, an examination-room, 
and a dispensary. Some practitioners keep a separate room 
for Africans, because their children soil the floor, and be- 
cause some of the women, especially the Masai, use mud and 
castor oil on their clothes, according to ancient custom. 


Summary and Conclusions 

Multiracial general practice in Nairobi is described 
and compared with general practice in England. 

Factors controlling multiracial general practice in 
relation to the patient’s environment, mentality, and 
economic status are described and analysed. 

Stress is laid on the fact that medical knowledge per 
se would not suffice to handle a large multiracial general 
practice. 








FIFTH INTERNATIONAL CONGRESS ON 
GEOGRAPHICAL PATHOLOGY 
WASHINGTON, D.C., SEPTEMBER 6-10 
[FRoM A SPECIAL CORRESPONDENT] 


The International Society of Geographical Pathology, taking 
cancer as its subject for study on this occasion, held a 
successful conference at Washington in the second week of 
September. The International Congress of Clinical Patho- 
logy and the International.Association of Medical Museums 
met at the same time, and the joint organization dealt admir- 
ably with some 1,400 registrants. For the preparatory work 
much credit is due to Professor Robert A. Moore, of 
St. Louis, and Professor C. Roulet, of Basle, the poesidant 
and secretary of the executive committee. 

There had been some misgivings over the choice of cancer 
on the grounds of insufficient data, but work had been done 
in preparation for the conference by national committees in 
36 countries, and the 74 papers submitted proved that the 
decision was justified. Some of the communications set 
upon a firmer statistical basis geographical peculiarities of 
incidence and relationships with social and environmental 
factors which had previously been only suspected. ‘ There 
were also pathological studies from parts of the world where 
certain uncommon types of cancer seem to occur with 
unusual frequency, and a few experimental studies and 
philosophical dissertations. 


Gastric and Hepatic Carcinoma 


It had been decided to concentrate attention upon can- 
cers of the stomach, liver, breast, uterus, and bronchus, and 
to each of these was devoted a session at which the papers 
included a rapporteur’s summary of the answers received 
from national committees to a questionary which had been 


circulated early in 1953. In the case of stomach cancer 
the papers did little more than emphasize the great mor- 
tality from this cause in most countries and the curious facts 
that it tends to be higher in northern than southern parts, 
to be strongly related to socio-economic factors, and to be 
peculiarly high in certain geographical districts. Although 
opinions were expressed that dietary differences must 
account in some measure for these variations, no evidence 
for this was produced ; but from the Netherlands some new 
Statistical evidence was presented for a relationship between 
stomach mortality and type of soil. 

Primary liver cancer in parts of Africa and in Hong Kong 
was thought to be related with cirrhosis, nutritional syn- 
dromes, and clonorchis infestation. In.the opinion of the 
rapporteur it is scarcely possible yet to obtain reliable 
measures of the frequency of this’ disease in any country, 
but careful geographical studies in Africa offer the best 
prospects of increasing our knowledge of its aetiology. 


Mammary and Cervical Carcinoma 


Breast cancer was shown to have extremely low morbidity 
and mortality rates in Japan, and the-removal of any doubt 
about this curious phenomenon was an important step for- 
ward to further research. The contrast with frequencies in 
Western Europe and North America seems much greater 
than can be accounted for by the higher fertility in Japan, 
and the prolongation of breast-feeding which is customary 
there has to be considered as a probable protective factor. 
Calculations from death rates and statistical researches in 
England and Wales indicated that the post-menopausal mor- 
tality risk tends to be greater among single and infertile 
married women than among those with children, and to 
be smaller in mothers of large families than in mothers with 
few children. Some experimental evidence was submitted 
that restricting family size in mice, by continuing only a 
first and second litter descent, increased susceptibility to 
fibrosarcoma and also increased the time of survival. 

Cancer of the uterine cervix was shown by a careful study 
of the records of nuns in Quebec to be practically non- 
existent amongst virgins ; and further evidence for a low 
incidence amongst Jewish women was also given. Statistical 
Studies from several countries indicated that the married 
State in itself, apart from number of confinements, tends to 
increase the mortality risk from this form of cancer, and 
also that early sex relations and absence of circumcision of 
the husband are significant factors. 


Bronchial Carcinoma 


In the discussion on lung cancer a real and rapid increase 
amongst men and a statistical relationship with cigarette- 
smoking were generally accepted; but experimental evi- 
dence concerning the latter was admitted to be inconclusive 
as yet. It was stated that, so far, the only evidence that 
air pollution may be another important factor came from 
England and Wales, but nevertheless it was considered that 
the indications for its importance there could not be 
discounted. 

Little time was allowed for formal comments on the 
papers, but there was plenty of informal discussion out- 
side the conference rooms, leading in some instances to 
combined planning of future research with several countries 
working together. The answers to the questions sent to 
national committees certainly revealed a profundity of 
ignorance about real incidence, ahd the need for a histo- 
logical classification and clear definition of malignancy. 
Sufficient good work was produced, however, to encour- 
age those who are trying to remove these defects, to improve 
cancer registration and death certification, and to pursue 
ad hoc inquiries into relations with genetical and environ- 
mental factors in human populations. Scepticism as to the 
possibilities of endemiological study of cancer received & 
hard knock, and this perhaps was the most importan! 
achievement of the conference. 
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THE SUPPORT OF MEDICAL RESEARCH 


Last week we reported on p. 936 the holding of a conference 
in London which is likely to have far-reaching effects in the 
medical research world. It was called by the Council for 
International Organizations of Medical Sciences and attended 
by selected delegates from 16 countries, including Britain and 
the United States, and representatives of W.H.O. and Unesco. 
The chairman was Sir Harotp Himsworth, secretary of the 
Medical Research Council. Eventually it is hoped that the 
C.LO.M.S. will produce a book on the conference, under the 
title “ The Support of Medical Research.” 


The Universities 

The conference had concerned itself with two main ques- 
tions : what is the best organization for medical research, 
and how should research workers be selected and trained. 
So far as the first was concerned, they had come to a 
definite conclusion. The ideal organization should consist 
of two complementary parts—the universities and a central 
research organization. Each had need of the other, but 
each had certain functions that it alone could perform. 
The universities were by tradition and inalienable right the 
nurseries of research workers. It follows that if a coun- 
try’s medical research were to thrive the universities must 
receive adequate support. To imbue young people with the 
spirit to do research a favourable intellectual climate was 
also essential. They needed an atmosphere of active, high- 
quality research. Most really great research ideas had come 
from the investigation of the improbable, not from project 
work. Men must be free therefore to follow the truth 
wherever their investigations might lead, and it was impera- 
tive for this that the universities should have sufficient funds 
at their own disposal to permit a decent level of un- 
committed research : otherwise the fountain of ideas would 
dry up. In many countries rising costs and the shrinking 
value of endowments made this increasingly difficult. Not 
that uncommitted research was the monopoly of the uni- 
versities, but they were perhaps the largest contributors in 
any country; research institutes should also engage in it. 
Nowadays in some universities and medical schools there 
was growing up a pernicious doctrine that teaching was 
their only function, but teaching without research would not 
attain the highest levels. “The spirit of research is to a 
university what morale is to an army.” Where endowments 
or public support of universities were insufficient to permit 
them a “decent level” of uncommitted research, then the 
central research organization should consider, as an ex- 
pedient, the making of block grants to university depart- 


ments. 
Central Research Organizations 


The special functions of a central research organization 
were diverse. In countries with many universities and re- 
search centres there was need for a central organization of 
unquestioned ability and integrity to consider the general 
scientific policy and needs of the country, to act as a clear- 
ing-house for information, and to keep the research worker 
aware of the broader context in which his work was pro- 
ceeding and its opportunities. Another main function was to 
act as adviser to the Government, particularly on the expen- 
diture of public money on research. 

Then there was the need to co-ordinate research on 
nation-wide problems beyond the resources of a single uni- 
versity, and to support research work outside the universities. 
A central organization was required to undertake research on 
socially urgent problems : these might call for an intensive 
but only temporary effort and as such were unsuitable for 
integration into the university framework. Another task 
was the setting up of special research institutes requiring 
many different disciplines on a scale that would quite 
unbalance any university department. Examples were in 
research on chemotherapy and nuclear physics. 

Apart from these special functions, the central organiza- 
tion had certain functions in which it could directly help 
the universities. It could sometimes find a place for the 
able man who was a misfit at a university. It could 
support new subjects at a stage when it might not be justifi- 


done with professors in universities. 


able for a university to set up a special department as 
part of its permanent structure; the development of bio- 
chemistry, distinct from physiology, was an example. It 
was the duty of the central organization to shoulder such 
risks. It could cultivate neglected fields of science. 


Integration 

Integration was important. Special research institutes 
should be located close to the universities, so that the 
workers in each could meet easily and casually. There was 
support also for the idea of units—small teams built round 
research workers—within the universities themselves. But 
integration should be closer than just geographical : research 
institutes could be associated with the universities both in 
the training of postgraduate students and by making pos- 
sible the free interchange of staff between the two. This 
raised the question of salaries and superannuation provision. 
Salaries in the research organizations and the universities 
should be closely correlated. There should be no adminis- 
trative barrier to interchange. There was a fair case, how- 
ever, on recruitment and at the junior levels for some 
advantage to be given to those who had taken the longer 
medical training; but the higher posts, after many years’ 
experience, should be paid for simply on merit, irrespective 
of whether the worker had started with medical qualifica- 
tions or not. 

Clearly an organization that was empowered to spend 
public money must bear some relationship to the social, 
cultural, and administrative structure in its country, but for 
such an organization to function properly and command 
the respect of scientists it should, at least, act on the advice 
of medical scientists who had themselves had personal ex- 
perience of research. 


Careers In Medical Research 

A research grant, even extending over several years, was 
not a proper way of supporting a research worker. It was 
all right for a young man still on trial, but the more senior 
worker needed and deserved something more cettain. There 
was the moral obligation either to tell him outright that he 
was unsuited to a life of research or to make some per- 
manent provision for him. By the time a man was 35 or 
40 it should be possible to reach such a decision, just as was 
Juniors could not 
expect tenure for life, but they might be guaranteed an 
appointment for 5 or 10 years. 

Recruitment was in the first instance from the universities 
and medical schools, though a door should always remain 
open for the good technician who showed promise of devel- 
cping into a research worker in his own right. The first 
stage of recruitment was recommendation by teachers; 
then came trial ; finally judgment by results. Recruitment 
would be from both medical and non-medical disciplines. 
The medical student would benefit from extra training in 
some of the basic sciences, while the non-medical student 
would need training in biology. The long time this would 
take pointed clearly to the necessity for training grants and 
fellowships. After that the best training for any research 
worker was to work with a master of research. Good 
material could easily be spoilt by being put to work with 
people who taught wrong habits of thought as well as wrong 
techniques. It was better that the younger worker should 
not start in a large department where he would be just one 
cog in the wheel. Equally it was a mistake to remain in 
one laboratory for all one’s life; change and travel were 
most valuable, but they should not come too early, before 
a man had proved his aptitude. A common problem, both 
for universities and for research organizations, was that the 
lengthy medical curriculum was tending to people the pre- 
clinical field with workers who were familiar only with the 
normal. Considering how much light study of the abnormal 
had thrown on the normal, this was to be deplored. The 
suggestion that degree courses in medical sciences should be 
instituted in which the intending preclinical worker would 
at least be made aware of the possibilities of knowledge 
in para-clinical subjects, like pathology, was well worth 
exploring. 
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Coliaboration in Research 


In research, especially clinical research, collaboration was 
essential but sometimes difficult to achieve fully. There 
was a tendency for barriers to grow up between men of 
different disciplines. If a man expected to work on meta- 
bolic problems, for instance, it was essential that he should 
himself have received a good grounding in biochemistry ; it 
made him able to speak the same language as the chemists 
with whom he would work later. The day of the isolated 
“back-room” natural scientist in the clinical team was 
practically over. 

Collaborative studies might be between institutions as 
well as individuals, or even between bodies of workers in 
different countries, and this could be encouraged by more 
frequent exchanges of staff than obtains at present. Col- 
laborative studies would be successful only if the time was 
ripe for them, and an important function of a central organ- 
ization was to facilitate such studies when the time was 
ripe. A special variation of this affected workers in tropical 
and sub-tropical countries. It was useful to hold confer- 
ences in such countries, where the possibilities of fruitful 
collaborative work could be seen. It was the duty of the 
country with the research need to take the initiative here, 
but it was to the advantage of the older and more experi- 
enced countries to collaborate. 

Lastly there was the question of an international central 
research institute, centrally administered and _ centrally 


staffed. The feeling was that this would rarely be indicated | 


scientifically. 








NEW ACADEMIC YEAR 
CHARING CROSS HOSPITAL 


Quality of the New Students 
The inaugural meeting of the session at Charing Cross 
Hospital Medical School was held in the Royal College of 
Physicians on October 8, when Sir GorDON HOLMEs pre- 
sided, and the prizes were presented by Lady Brain and 
an address was given by Sir RUSSELL BRAIN. 

Dr. E. C. WARNER, in presenting his fifth annual report 
as dean, said that notwithstanding careful selection the 
first-year students were not as good as was hoped. They 
did not seem to have the same sense of vocation as students 
in previous years; the second-year students showed signs 
of the same lack of determination and keenness. In the 
Educational Number of the British Medical Journal (August 
28) it was stated that most of those who selected medical 
students seemed to believe that there might be now fewer 
applicants of suitable standard than before the war, and 
Dr. Denis Brinton, in the same number, wrote that in the 
last two years quality was manifestly diminishing, and gave 
reasons for it. Perhaps the new entry suffered by compari- 
son with the students who came to the schools from the 
Forces. at the end of the war, and who, by the standards 
they set and the way they worked, were an inspiration to 
their teachers. Dr. Warner went on to say that the more 
he saw of the volume of work for the second M.B. the 
more he felt that the student was over-driven at this stage 
of his career. If greater attention were paid by the uni- 
versity and its examiners to the need for learning principles, 
while omitting much of the detail at present crammed for 
the second M.B. examination and forgotten immediately 
afterwards, the position would be greatly improved. 

Sir RUSSELL BRAIN began his address by saying that it 
was a commonplace that one of the great problems of 
modern scientific development was the increase in know- 
ledge. Medical education was becoming like a goods train, 
with truck after truck added on to the engine, the engine 
being the student, which went puffing along until a break- 
down occurred, and then a committee was set up to find 
out the cause. Speaking of the general practitioner, he said 
that his job in the future would be increasingly to see the 
patient as a whole. No one better knew the patient’s back- 
ground and history and all about him. One of the great 
advances of recent years had been the teaching of social 


medicine, and in this sphere the general practitioner should 
excel, His grounding in psychology was also important. 
Some people spoke as if the knowledge of the working 
of the mind was a recent discovery. That was not so, 
but there had been great advances in medical psycho- 
logy during the last fifty years, and the relationship of 
mind and body was now understood as never before. With 
this the general practitioner should be well acquainted. 
Another of his tasks was prevention, especially by giving 
suitable advice in the case of children and thus preventing 
the development of diseases later in life. To all this 
must be added the requirement that the general practitioner 
should recognize the early stage of disease which would 
require treatment in hospital. Thus it would be seen how 
essential was the role of the general practitioner as an 
integrator. He would have, not a less, but a more important 
part to play in the medicine of the future, notwithstanding 
the fact that modern techniques had taken away a great 
deal of his previous work. He must be given access so 
far as possible to diagnostic facilities so that he could 
carry Olt such tests as he required. There remained the 
difficult question of providing facilities for general practi- 
tioners to attend patients in hospital, and one of the great 
responsibilities of hospitals was to work out in detail a 
scheme for such a relationship. 


SHEFFIELD MEDICAL SCHOOL 
A Doctor Looks Back 


The opening sessional address of the Faculty of Medicine 
at Sheffield University was given by Sir LioneL WarTsy 
in the Firth Hall on October 12. His address was called 
“A Doctor Looks Back.” 

Sir Lionel Whitby spoke about the development of medi- 
cine since the foundation of the Medical School in Sheffield 
in 1828, at which time the practice of medicine was just 
about to begin to pass from the empirical to the rational 
phase. Somewhere about the mid-nineteenth century Jen- 
ner’s inspired vision of some fifty years before began to be 
seen in right perspective because of the brilliant fundamental 
work of bacteriologists during half a century and the appli- 
cation of this work to medicine, and especially surgery. In 
parallel, there grew up an immense accumulation of know- 
ledge of the habits and mode of life of parasites and of the 
complex science of immunology. The co-ordination and 
application of all this knowledge greatly changed the face 
of medicine between the closing years of the nineteenth 
century and subsequent years of the twentieth—for example, 
in such diseases as diphtheria, pernicious anaemia, and 
diabetes. Sir Lionel drew a picture of the physician of the 
nineteenth century, who was an artist in diagnosis and in 
inventing prescriptions, of which almost none had any 
specific action. 

With the discovery of specific causes, the way became 
open for determining specific treatment and rational therapy 
based on animal experiment. Nevertheless, the great indi- 
vidual clinicians of the nineteenth century were highly skilled, 
and limited in the exercise of their work only by lack of 
knowledge of rational treatment. Many regretted the pass- 
ing of this great clinical phase, which, could it be applied 
to-day, in combination with modern laboratory and other 
ancillary examinations, would certainly ensure the highest 
standard of medicine. Advances in the science of medicine 
had led to the extinction of the individualist and his replace- 
ment by a team. This generalization was true in medicine, 
and in surgery, and in all branches of the craft. 

Sir Lionel Whitby went on to stress that during the first 
fifty years of this century the profession might well be 
proud of its achievements, though it was quite certain that 
in all aspects of medicine we needed to be humble. We 
could be proud of what had been accomplished so far, so 
long as success did not blind us to the fact that most pro- 
gress had occurred in relation to acute diseases, and particu- 
larly acute infections. Other dazzling successes had been 
in the deficiency diseases and endocrinology. But the 
chronic diseases and the degenerative processes which 
cripple and disable in the later phases of life, and the un- 








ee 


Bh FSS RSet as 


984 Oct. 23, 1954 


NEW ACADEMIC YEAR 





Britisu 
MepicaL JOURNAL 





controllable activity of the malignant cell, were as yet not 
comprehended, much less controlled. The rapid evolution 
of medicine during the present century had had a great 
impact upon the most important central figure—namely, the 
patient himself. 

Has the Patient Benefited ? 

What benefits had all these advances in medicine brought 
to the patient, and how had they affected the patient’s 
mental outlook and his economic status? Certainly his 
expectation of life had become greater because of the con- 
trol of many of the acute hazards of infancy, childhood, 
youth, and adult life. As to the patient’s mental outlook, 
it was quite certain that the average person was now more 
interested, even morbidly interested, in medicine and illness 
than hitherto. That might well be the reason for the 
obvious increase, or greater recognition, of neurosis. 

As to the patient’s economic position, no one could 
doubt that the advance of science and the high degree of 
specialization had made the cost of a serious illness far 


beyond the means of the average person. This factor—-. 


the economic one—had been potent in necessitating the 
institution of a State medical service, and, for the same 
reason, the same problem would face all civilized countries. 
Sir Lionel emphasized that individualism had done so much 
in the past for the advancement of medicine that were it 
to be extinguished, either by a State service or by regula- 
tions, then future advances in medicine would never reach 
the same heights of achievement as in the past. Modern 
team-work, provided, organized, and financed by the State, 
could do much to exploit and perfect the fundamental dis- 
covery of the individual. To his mind, one of the real 
requirements of the State service, and which perhaps an 
enlightened Minister might one day realize, was that the 
iron grip of the Treasury upon detail of expenditure should 
be relaxed. For centuries the hospitals had been adminis- 
tered efficiently, unobtrusively, and honestly by governing 
bodies composed of busy people with public spirit. No 
one had questioned the wisdom or the integrity of the 
decisions which they had made in the expenditure of vast 
sums of money voluntarily subscribed. Could not they, or 
their successors, be entrusted with a block sum from the 
Treasury without having to account for every detail ? Could 
not, in fact, the practice and expansion of medicine be 
handed back to those who most understood it, and who 
knew the local conditions, giving them a free hand to use 
such State money as was available in the manner in which 
they thought best ? If these principles could be conceded, as 
had been done in the case of the Medical Research Council, 
then the progress of medicine would continue to be rapid. 








THE MOTOR SHOW 


[From A SPECIAL CORRESPONDENT] 


It has been said that the mass-produced British motor-car 
gives better value for money than any other manufactured 
article. Competition is so fierce in the industry that a 
whole army of statisticians is engaged in cutting costs at 
every possible point and streamlining organization. And it 
must be admitted that some of the models displayed at this 
year’s Earl’s Court motor show* are showing the strain a 
little. A car with a sunshine roof is now difficult to find, 
for instance. The airiness it allows in our more clement 
summers appeals to many doctors, but none of the popular 
family models were showing it. Again, until recently a 
starting-handle was regarded by most people as a normal 
feature of a car, even though it came out only on the rare— 
but critical—occasion. To a doctor it would seem to be 
almost indispensable if he is to avoid the midnight emer- 
gency that cars, as well as patients, have a way of springing 
on him. Yet several well-known makes of car make no 
provision for it. Honourable exceptions among the mass- 
producers of family cars are Austin, Morris, Standard, and 
Hillman. 
*Open 10 a.m. to 9 p.m. until October 30, except Sunday. 





The increasing popularity of the estate car, or utility or 
shooting brake, is reflected in the number of models now 
available from the manufacturers of family saloons. An 
interesting newcomer is the Hillman Husky (1,265 c.c. 
engine) seating two at the back in seats that can be folded 
down to give useful carrying space accessible through a 
single rear door. Larger cars are the Standard Estate 
(948 c.c. engine), the Morris Traveller (1,489 c.c. engine), 
and the Austin A70 Countryman (2,199 c.c. engine). 

An exceedingly handsome new saloon car exhibited by 
Vauxhall’s is their Cresta; it is roomy inside and has 
plenty of luggage space (6-cylinder engine, 2,262 c.c.). 
Austin’s are showing their streamlined A90. Automatic 
gear-changing is the standard feature of the Lanchester 
Sprite (engine 1,622 c.c.). Any of these would get the doctor 
to his patients quickly, comfortably, and with panache. The 
Ford and Humber models, too, combine a lively perform- 
ance with elegant lines. 

Among the more expensive cars, and indeed at the head 
of them, stand the Rolls-Royces and Bentleys, still unsur- 
passed for highest quality of workmanship, while in the 
medium range of up to about £2,000 the Jaguar saloon gives 
first-rate value for money. The 3-carburettor man will find 
his heart’s desire among one of the models put out by A.C., 
Aston Martin, Bristol, Frazer Nash, or Jaguar. But the man 
who hankers after good clean gear changes by means of a 
lever in the floor of his car will have to look rather hard 
for his choice unless he wants a sports car. Perhaps the 
Rover saloons or the Riley 14-litre in the medium-price range 
would suit him best, for they are excellent general-purpose 
cars, have a workmanlike finish lacking in the cheaper 
ranges, and are reasonably economical to run. It is time, 
however, that somebody started a concours d’élégance for 
oil dip-sticks. They are far too inaccessible to clean hands. 








AUREOMYCIN AND TERRAMYCIN 


As noted last week (p. 935) the Ministry of Health is releas- 
ing aureomycin (chlortetracycline) and terramycin (oxytetra- 
cycline) on prescription on November 1. At the same time 
the Ministry announced that supplies of tetracycline, which 
has similar clinical indications and requires similar pre- 
cautions, are available to N.H.S. hospitals and to general 
practitioners. Below we print a statement on aureomycin 


‘and terramycin, prepared by the Medical Research Council. 


Aureomycin and terramycin (chlor- and oxy-tetracycline) 
are closely related antibiotics of the broad-spectrum type. 
Apart from acquired resistance the common pathogenic 
cocci, many species of bacilli, and all the rickettsiae are 
sensitive. The viruses are resistant with the exception of 
the psittacosis group. Acquired bacterial resistance develops 
slowly and has been most. noticeable in staphylococci, 
organisms which pass readily from person to person. Its 
emergence is favoured by the indiscriminate use of the 
drugs. Resistance to aureomycin almost always accom- 
panies resistance to terramycin and vice versa. 

Side-effects are commoner than with penicillin, notably in 
the alimentary tract, giving rise to nausea, diarrhoea, and 
vomiting. If the daily oral dose is increased above the 
usual 1 to 1.5 grammes, the blood level is only slightly 
raised and much of the drug passes through the gut un- 
absorbed, increasing the risk of irritation. Very high blood 
levels, attainable by excessive intravenous therapy, may 
damage the liver. Superinfection during treatment may be 
due to yeasts, especially in the mouth, throat, and perineal 
region ; continuation of treatment may allow the yeasts to 
reach the bronchi and lungs with serious consequences. 
Less common but more dangerous is the development of 
purulent enteritis, especially in debilitated patients or after 
operation, due to infection with resistant staphylococci ; 
this is often fatal in a few days unless treatment is stopped 
and the drug replaced with erythromycin. Hypersensitivity 
may occur but is less common than with penicillin. 

In view of these facts the drugs should in general be 
reserved for cases of serious infection with micro-organisms 
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insensitive to sulphonamide and penicillin. In severe 
staphylococcal infections resistant to penicillin but sensitive 
to aureomycin and terramycin, one of the latter should be 
selected as the drug of choice, in association with such 
surgery as may be needed. But their general use, either 
systemic or local, in minor staphylococcal infections will 
foster the emergence and spread of resistant strains through- 
out the population. The drugs are also indicated in the 
treatment of brucellosis, bacillary dysentery resistant to 
sulphonamide, and infection with viruses of the psittacosis 
group, such as psittacosis and lymphogranuloma venereum. 

Their effect on pertussis is less certain, and is confined to 
the first week of disease’ and perhaps to immediate prophy- 
laxis in infants exposed to infection. In the treatment of 
clinical pneumonia clinical trials such as that of the M.R.C. 
Subcommittee’? have shown that patients treated with aureo- 
mycin fare no better than those on penicillin and are more 
liable to suffer from side-effects. Prolonged treatment of 
chronic chest infections is unlikely to be of value. In pyelitis 
and cystitis not responding to the usual treatment, the 
drugs are of value if the organisms are sensitive. Although 
the typhoid bacillus is sensitive, enteric fever is not con- 
trolled by aureomycin or terramycin ; the effect of aureo- 
mycin in infantile gastro-enteritis is doubtful.’ Since neither 
drug given orally can be relied upon to reach the cerebro- 
spinal fluid in decisive concentrations, they are less suitable 
than sulphonamide in meningococcal meningitis or chloram- 
phenicol in influenzal meningitis ; the combination of peni- 
cillin with aureomycin or terramycin in the treatment of 
pneumococcal meningitis is absolutely contraindicated. 
Apart from the control of secondary infection, neither drug 
influences virus diseases, except those of the psittacosis 
group. 
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Preparations and Appliances 








AN INFANT’S DENTAL CHAIR 


Dr. Victor GOLDMAN, consultant anaesthetist, Eastman 
Dental Hospital, writes: For a long time now we have 
been troubled by the difficulty of seating a pre-school infant, 
especially when about 2 to 3 years old, in a dental chair. 
Most chairs do not allow of the child staying in the chair 
under anaesthesia without slipping in one direction or 
another. In some cases it may be possible for a nurse to 
hold the child on 

Bootes etic eee «=r lap, but even 
ae | PF teeter “ij then the surgical 
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Sete son i:3:| child’s car seat 


for this purpose. 
Through the kind- 
ness of Messrs. 
Aero-Spares, Ltd., 
16, High Holborn, 
London, W.C.1, we were enabled to try a “ Leco” junior 
driver’s safety seat. This simple device, which appears ideal 
for small children sitting in the front passenger's seat in a 
car, has enabled us to treat the smallest child in a standard 
adult’s dental chair. It hangs over the back-rest, and if 
restraint is required the strap provided may be used to fix 





the child in the seat. When the child has been placed in 
the chair the back-rest is raised until his feet are resting on 
the normal seat of the chair and his head may be supported 
in the usual way, using the dental head-rest. 

The illustration shows such a safety seat fitted to a chair, 
and it will be realized from this that a useful accessory can 
be obtained for the outlay of a modest 29s. We feel that 
many anaesthetists might be glad to know of this simple 
solution to what has been a difficult problem in the past. 
It might be of interest to mention that the whole fitting folds 
up and takes up little room when not in use, so is thus 
adequately portable. 





Nova. et Vetera 








WILLIAM CRAWFORD GORGAS (1854-1920) 


Fifty years ago, in June of 1904, Colonel William Crawford 
Gorgas arrived at the Isthmus of Panama. His task was to 
organize the sanitation of the digging of the canal—a digging 
which the French had found beyond them. It was not so 
much an engineering as a medical problem. Ferdinand de 
Lesseps, though he had been successful at Suez, had begun 
on the Panama Canal 24 years before Gorgas arrived, but 
found that malaria and yellow fever removed 176 out of 
every thousand of his workmen and therefore suspended 
operations after eight years. On assuming control, the 
Americans placed 50-year-old Gorgas in command and made 
him a colonel. 

They chose well. Born on October 3, 1854, at Toulmin- 
ville, near Mobile (the latter town immortalized to this day 
in a well-known soldiers’ song), of Confederate parents (his 
father was chief of ordnance in the Southern forces during 
the Civil War), he had an irregular education which left 
him at the age of 21 with the degree of bachelor of arts 
from the University of the South at Sewanee (of which his 
father had become first head). He wanted to become s 
soldier like his father, but failed to obtain a nomination 
to West Point, so he. decided to enter the army through 
the medical corps. In three years he had worked his way 
through Bellevue Hospital Medical College, New York, and 
after a year’s internship secured his commission. He might 
never have emerged from the obscurity of the average officer 
had he not been stricken early in his career with yellow fever 
while serving in Texas. From that time he was immune, 
and was drafted to service where yellow fever existed. To 
him the sudden appearance of the disease, the ineffective- 
ness of the ordinary methods of prevention, and the in- 
explicable incidence of its victims were a challenge. 

The American occupation of Havana: found him installed 
as chief sanitary officer, and thanks to the work of another 
army surgeon, Walter Reed (1851-1903), who headed a 
Yellow Fever Commission of the area, Gorgas realized that 
yellow fever was carried by the domestic mosquito Aédes 
aegypti. Proof of this was furnished by James Carroll (1854- 
1907) and Jesse Lazear (1886-1900), who allowed themselves 
to be bitten by infected mosquitoes. Both caught yellow 
fever, and Lazear died after a few days’ illness. Gorgas 
then worked with such characteristic energy to destroy 
every mosquito in Havana that he earned an international 
reputation. 

This reputation accompanied him to Panama in 1904, but 
it did not solve his problems. To begin with, the Govern- 
ment were inclined to regard medical expenditure as extrava- 
gance, and it took an outbreak of yellow fever in the 
Canal Zone in November, 1904, before he could get their 
ear. Even then, though he worked with a will to stamp 
out the breeding-grounds, the disease lingered. One of the 
commissioners, Carl E. Grunsky, tried to discredit him, and 
when that commission was replaced by another it also urged 
that Gorgas should be removed. But President Roosevelt 
replied by appointing Gorgas to the Canal Commission. 
For a time all went well. Once more a change of personnel 
in the Canal Commission brought trouble, this time with 
the chairman, Colonel George W. Goethals. Again Gorgas 
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won through, and his sanitary brigades were so effective that 
by 1914, when the canal was completed, the death rate of 
the Panama Zone had been reduced to 6 per 1,000, less than 
half that of London, which was then 15 per 1,000. 
Authorities all over the world cried out for his services. 
He went to the Transvaal to investigate the pneumonia 
amongst native mine-workers. The newly organized Inter- 
national Health Board appointed him as an adviser, and sent 
him to South and Central America to continue his fight 
with yellow fever. This was interrupted by American parti- 
cipation in the first world war, in which he served as head 
of the Army Medical Services. After the Armistice, how- 
ever, his world-wide services included an investigation on 
the West Coast of Africa. He came to Europe for the 
International Hygiene Congress at Brussels in 1920, and was 
about to sail for the Congo to investigate a yellow-fever 
epidemic, when he had a stroke in London. He died at 
the Queen Alexandra Military Hospital at Millbank on 
July 4, 1920, and the funeral service was held in St. Paul’s 


Cathedral. 
W. H. G. ARMYTAGE. 
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CHEMICALS VERSUS BACTERIA 


On October 19 Professor L. P. Garrop delivered his presi- 
dential address to the Section of Pathology of the Royal 
Society of Medicine. His subject was “Chemicals versus 
Bacteria.” 

Professor Garrod defined his subject and accounted for 
his choice of it by explaining that he had been interested for 
nearly 30 years in three aspects of the use of chemicals 
to destroy bacteria—namely, disinfection, antisepsis, and 
chemotherapy. During that time there had been wide diver- 
gences of opinion and practice, owing largely to the existence 
of conflicting data on which to base them, and he wished 
particularly to consider the proper methods by which reliable 
data could be obtained. 


Skin Disinfection 


The originator of skin disinfection, to whom too little 
honour was paid, was Semmelweis, Although he introduced 
it with striking success in the prevention of puerperal fever 
over a hundred years ago, there was still no agreement on 
the best way of carrying it out. Quite recently there had 
been a brisk controversy between the advocates of spirit and 
of quaternary ammonium compounds, or “ quats,” and in 
connexion with the latter history seemed to be repeating 
itself, because their bactericidal power had been overrated 
owing to the same technical error as that made by Koch 
in testing mercury perchloride. It also appeared now that 
“quats” covered the skin with a film beneath which 
numerous bacteria survived. It was desirable that some 
more uniform method of testing skin disinfection should 
be employed, and this should preferably be based on the 
destruction of contaminating pathogens rather than of the 
normal flora. It was also important to be sure that if 
two reagents were used successively they were pharmaco- 
logically compatible. 


Wound Antisepsis 


Lister was said to have shown how to prevent infection 
in a surgical wound by-chemical means, but he also claimed 
to have prevented infection in contaminated accidental 
wounds. It had been fashionable to regard antisepsis 
as superseded by asepsis, and the question whether anti- 
septic treatment of a wound could reduce the risk of infec- 
tion was not faced seriously until casualties in the first world 
war forced the issue. Of two now historical controversies 
at that time, between Cheyne and Wright on the Listerian 
method, and between Fleming and Browning on the use of 


acriflavine, the latter involved an important question about 
test methods. According to Fleming, the therapeutic co- 
efficient of acriflavine could be made to vary 300,000-fold 
by altering the conditions of experiments with bacteria and 
with leucocytes. The conflicting data obtained with the latter 
made it particularly necessary that some method for testing 
anti-leucocytic action should be agreed on. 

There was a large bulk of evidence obtained by animal 
experiment that acridines are capable of destroying bacteria 
applied to incisions or injected subcutaneously or intra- 
muscularly, and so of preventing otherwise fatal infections. 
Such evidence obtained in the whole animal should take pre- 
cedence over any other form of test, and in particular over 
experiments with a single type of cell, the leucocyte, often 
conducted under highly artificial conditions. Preoccupation 
with the leucocyte, and the consequent doctrine that all 
ordinary antiseptics do more harm than good, had been a 
hindrance to possible progress. 

It was unfortunate that so much of this early work had 
been done with acriflavine, which for various reasons was 
less satisfactory than other such compounds. There was 
now clear evidence that proflavine and other more recently 
introduced acridines, properly applied, are sufficiently non- 
toxic to tissues and valuable preventives of infection. 

Bis-p-chlorophenyldiguanidohexane (“hibitane”) was a 
recently introduced antiseptic which had been found under 
some conditions superior to proflavine in preventing strepto- 
coccal infection in mice. Despite the availability of so many 
antibiotics, it was possible that substances of this kind might 
be found useful, particularly in preventing infection by 
staphylococci. 

Chemotherapy 


The chemotherapy of bacterial infections dated from the 
introduction of salvarsan, and if any infections other than 
syphilis were susceptible to chemotherapy in the succeeding 
25 years the organic arsenicals were the only effective drugs. 
They had been used with some effect in streptococcal septi- 
caemia, and with consistent success in anthrax. Although 
there was evidence of the susceptibility of Str. pyogenes to 
neoarsphenamine, he had never seen any comparison between 
this and the susceptibility of B. anthracis, and had accord- 
ingly made one, to find that the latter organism was inhibited 
in vitro by a concentration four times lower. This tallied 
with the clinical results, but the efficacy of this drug in 
anthrax must be due also in part to the vascularity of the 
lesion and the absence of suppuration or necrosis. 

Among other supposed remedies for systemic infections 
used during this time mercurochrome had had the widest 
vogue. The laboratory studies on which the claims for this 
drug were based were faulty in several ways, and its powers 
had been wildly exaggerated. 

The introduction of the sulphonamides and later of the 
antibiotics had not only made the effective chemotherapy 
of most infections possible, but had given the medical bac- 
teriologist a heavy new task in performing tests of bacterial 
sensitivity. Here again method was important. There were 
frequent examples even in the literature of such tests. per- 
formed regardless of some of the many factors which influ® 
enced their results. Apart from liability to error, many 
methods proposed were unnecessarily elaborate and time- 
consuming. He was unashamedly in favour, for most pur- 
poses, of judging sensitivity by the method of diffusion in a 
primary plate culture. Any such method, whether performed 
in primary or with a pure culture, depended for satisfactory 
results on uniform spreading, and this could not be achieved 
with a wire loop. 

Professor Garrod concluded with a plea that medical 
bacteriologists should interest themselves not only in chemo- 
therapy but in the more mundane aspects of his subject. 
Clinicians, particularly surgeons, depended largely on the 
laboratory for advice on how to disinfect skin or to sterilize 
some instrument which could not be heated. He had been 
consulted himself at various times on how to disinfect a 
great variety of objects. These might be dull matters, but 
they could sometimes make as much difference to a patient’s 
welfare as the choice of an antibiotic for him. 
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Correspondence 








Because of the present high cost of producing the Journal, 
and the great pressure on our space, correspondents are 
asked to keep their letters short. 


Neonatal Hepatitis 

Sir,—In the course of the Charles West Lecture in 1952,’ 
I quoted the case of a nurse who had what was assumed to 
be infectious hepatitis in 1944, and subsequently in 1949 
and 1951 gave birth to babies who were seriously jaundiced. 
The second one died and the liver showed classical hepatitis. 
Further cross-examination of the mother recenily by Dr. S. 
Sherlock, who kindly saw the older surviving child, has 
revealed that four months before she developed jaundice 


she had received a T.A.B. injection. This makes it extremely’ 


likely that the virus she transmitted was that of serum 
jaundice, and that she is in fact a healthy carrier of this 
virus. As this family is being quoted as an example of 
possible transmission of the virus of infectious hepatitis, 
I shall be grateful if this short postscript to my previous 
report can be published.—I am, etc., 


London, W.C.1. ALAN MONCRIEFF. 


REFERENCE 
1 British Medical Journal, 1953, 1, 1. 


Cancer Risk 


Sir,—My attention has been drawn to the recent corre- 
spondence from Dr. K. Blond (Journal, July 31, p. 304, and 
September 25, p. 752) and Surgeon Captain Cleave (Journal, 
September 11, p. 645) and to the remarks made therein about 
occupational bladder tumour. 

Part of the difficulty of appreciating the statement about 
avoiding bladder tumour by leaving work with 8-naphthyl- 
amine before harm has resulted arises from the difficulty 
of expressing a complex mathematical relationship between 
persons at risk and the number of persons contracting the 
condition under consideration by means of a single index. 
The method chosen by Dr. Blond, the use of rates per 
100,000 (presumably per unit of time), is not particularly 
suitable in this type of problem, and the figures he quotes 
may give rise to some misapprehension of the severity of 
the danger to workmen who encounter some of the dyestuff 
intermediates. 

In a recent study of the risk in a certain section of the 
British chemical industry’ a different index of assessment 
was used. This was the proportion of men who would 
develop bladder tumour in a group of men by the time all 
the men would be expected to have died off at the mean 
rates of death from all causes prevailing at the time of the 
study. In the men who made or used §-naphthylamine in 
the large factories where this dyestuff intermediate was 
manufactured, this figure was 50%—i.e., one in two men 
would be expected to contract the disease. Had the study 
been confined to men engaged in the manufacture only, 
this figure would have been very much larger. 

A further suggestion that the increase in bladder cancer 
is due to a shift of cancer from one organ to another 
deserves some detailed consideration, since in general few 
bodies of data that can elucidate such a point have been 
collected. In the study referred to it had been possible to 
obtain the working history and age of 2,466 men employed 
in jobs that involveu some contact with a-naphthylamine, 
8-naphthylamine, benzidine, or more than one of these 
dyestuff intermediates, and 123 cases of death from bladder 
tumour were found amongst these men during the years 
1915-51. Only three such cases would have been expected 
if no occupational risk were present. In an attempt to 
clarify the problem of whether this excessive number of. 
cases of bladder tumour could be due entirely to a shift in 
site I have now calculated that in the same period of time, 
if the total mortality affecting these men were at the mean 
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rate for England and Wales, about 66 deaths from neo- 
plasms at all sites would have been expected (the term 
neoplasm here includes malignant tumours, benign tumours, 
tumours whose malignancy. is unspecified, lymphadenoma, 
and leukaemia). It is thus apparent that in these circum- 
stances at least the high incidence of bladder titmour cannot 
be attributed merely to a shift in the site of appearance of 
neoplastic disease.—I am, etc., 


London, S.W.3. R. A. M. Case. 


REFERENCE 
1 Case, R. A. M., et al. (1954). Brit. J. industr. Med., 11, 75. 


Sir,—In his last letter (Journal, September 25, p. 752) 
Dr. K. Blond makes great play with the 99.3% of aniline 
workers who do not develop cancer; but he omits to 
mention that only three aniline derivatives—benzidine, 
a-naphthylamine and 8-naphthylamine—contribute appreci- 
ably to bladder cancer, and that these are handled only by 
a small proportion of those grouped as aniline workers. 
Aniline itself appears harmless, but Case er al.' have shown 
that of those who have worked regularly with benzidine, 
with e@- or with 8-naphthylamine, and who have been 
observed for a period of 15 to 20 years since, some 10% 
have already developed bladder cancer, and the final inci- 
dence will probably attain 20%. If this small group of 
workers with carcinogenic amines be diluted by the great 
bulk of aniline workers who rarely or never encounter 
these substances, naturally the figures appear less convinc- 
ing. Dr. Blond, in his anxiety to win his debate, has sup- 
pressed pertinent information—a practice of sophistry, not 
of science. 

In his first letter (Journal, July 31, p. 303) he makes the 
astonishing -claim that “the distribution of cancer is con- 
stantly shifting from one organ to another, but the total 
incidence of cancers remains about equal.” This statement 
is demonstrably false. In England and Wales the crude 
deaths from neoplasms rose from 69,029 or 1,634 per million 
in 1936 to 87,967 or 2,018 per million in 1951, an increase 
of about 25%. The rise among males has been greater— 
about 33% ; that among females less—about 8%. 

Philosophers have at last agreed that induction plays only 
a very minor part in scientific thought, but that production 
of hypotheses to “ explain” an observation is fundamental. 
Scientific thought differs from primitive mythopoeic thought 
only in one point—a scientific hypothesis must be so framed 
that from it can be deduced consequences which may be 
observed, thus offering the possibility of verification, 
whereas a myth need not, and indeed should preferably 
not, be subject to empirical verification. 

Dr. Blond’s hy pothesis is, so far as I can understand it, 
that certain subjects are fated to develop cancer, and that 
carcinogenic agents do nothing but determine the site and 
perhaps the time of its appearance. The first is a nihilistic 
hypothesis from which it seems impossible to deduce any 
consequences which could be observed, and I cannot 
imagine any experiment which could be devised to test it. 
The second hypothesis is similar to, if not identical with, 
that which is assumed implicitly by all workers with carcino- 
genic agents. 

I am forced to conclude that Dr. Blond is engaged in 
constructing an elaborate myth. When he tries to persuade 
others that his mythical frame of reference is to be preferred 
to that shared by all scientific workers, he has allowed 
enthusiasm for his hobby to run away with his judgment.— 
I am, etc., 


London, N.W.10. GEORGE DISCOMBE. 


REFERENCE 
1 Brit. J. industr. Med., 1954, 11, 75. 


Sir,—With reference to Dr. K. Blond’s reply (Journal, 
September 25, p. 752) to my letter (Journal, September 11, 
p. 645), none of the points he attributes to me include the 
only one I tried to make. These points appear quite irre- 
levant and obscure the vital one. Thus, I did not discuss 
the survival chances of patients operated on for visceral 
cancer, did not discuss the incidence of cancer in aniline 
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dye workers, and did not wish to discuss the relationship 
between cancer of the lung and smoking. None of these 
matters was germane to what | was trying to do—to expose 
a specific fallacy in a specific argument. 

Dr. Blond stated (Journal, July 31, p. 303) that the dis- 
tribution of “cancer is constantly shifting from one organ 
to another, but that the total incidence remains about equal. 
He inferred it was therefore rather a hopeless business try- 
ing to avoid any particular cancer, such as that of the lung 
in smokers, and he appears to repeat this inference in the 
last paragraph of his present letter. Though I do not agree 
that the facts do indicate that the total incidence of cancer 
remains about equal, I tried to show that, even if they did, 
this would mean very little unless the length of time lived 
was taken into consideration. I tried to show by a sup- 
positional example, designated fictitious, that a community 
could live many years longer and still show exactly the 
same incidence of fatal cancer at the end. To put the 
matter in another way, if other diseases were eliminated 
and we lived indefinitely, then, if the steady increase of 
cancer with age is followed to its logical conclusion, we 
should presumably all die of it in the end. In that case 
what would interest us would be not the total incidence 
being equal at 100%, but how long we lived on the average, 
through preventing and to some extent curing cancers, 
before this incidence led to our death. And surely that is 
what should interest us now. Otherwise our philosophy in 
this disease becomes one of prophylactic and therapeutic 
aihilism.—I am, etc., 


Alverstoke, Hants. T. L. CLeave. 


The M‘Naghten Rules 


Sir,—I have read the article by Dr. Eliot Slater (Journal, 
September 25, p. 713) and find that much of his thinking 
appears involved, and possibly at times inaccurate, especially 
when he is dealing with the legal aspect of his argument. 
Perhaps I might briefly make note of a number of points 
over which I would join issue with him. 

On two occasions the phrase “ Court of Appeal ” is noted. 
I imagine that Dr. Slater intends this to read Court of 
Criminal Appeal. Again one reads: “.. . Effect of the 
Rules has been to stabilize the law at the time of 1843 into 
being the law of the country for all time” (my italics). Now 
patently the phrase “for all time” is a rather stupid one 
to use, especially as Dr. Slater considers the M‘Naghten 
Rules as belonging to the common law. Secondly, one 
might well take issue over the tacit acceptance of the use 
of the word “ Rules.” The Rules are not rules in the same 
way as a number of other common law rules are—death 
within a year and a day, etc.—but are really principles that 
require interpretation. Equally it -is stupid to talk of 
changing the Rules—surely they represent a verbal formula- 
tion of the law made in 1843; they are a_ historical 
opinion.~ In other words, to consider the M‘Naghten Rules 
in abstract as they were stated is a waste of time, and it is 
submitted that any argument that is worth while must rest 
upon a study of these Rules as they were stated and all 
judgments since that rested upon an interpretation of the 
rules. 

Dr. Slater goes on to make a further statement without any 
qualification that “‘ murder is common law and not statute law.” 
It would seem that he would wish to demonstrate a rigid 
dichotomy between the common law and the statutory law. It is 
respectfully submitted that, while homicide is unequivocally an 
offence at common law, murder cannot be considered in quite 
the same light, as it has been subject to a number of statutory 
enactments—for example, 23, Hen. VIII, c. 1. By this statute 
“Benefit of clergy was removed from culpable homicide.” 
Kenny’ states in relation to this statute: “. . . The term ‘ murder ’ 
soon became limited, as it still is, to the form of homicide dealt 
with by this statute.” Plucknett? states: “‘ From that date it is 
clear that the statute(s) have in effect divided the old felony of 
homicide into two separate crimes.” Thus to attempt to present 
the law as a clear-cut dichotomy as statute and common is as 
unfortunate as it is futile. 

There are a number of other points in the article that could 
be, I submit, challenged. Among these are statements to the 


effect that the Rules have no more authority than textbooks and 
treatises. Are not Coke, Hale, and Foster authoritative ? Also 
Dr. Slater makes statements about the law being tightened up— 
was it teally tightened up? If this really happened I should 
indeed be interested in Dr. Slater’s authority or the results of his 
researches into this subject since, say, 1800 when Erskine 
defended Hadfield. This point is of interest, as theoretically the 
judges do not tighten up laws but simply interpret the law at any 
particular time and express it as a verbal formulation. Again, in 
two different places in the article one reads statements that, I 
would submit, are on the face of it contradictory. The first is to 
the effect that the jury, when they retire, tend to consider the 
matter of insanity on lay grounds and then fit the M‘Naghten 
Rules to the case and their decision. Later one reads that “ the 
judge can exercise a large measure of control on the jury’s 
decision. The judge, and not the jury, becomes the arbiter in 
what is supposedly a matter of fact.” 

It can, I think, be stated that at the present time the psychiatrist 
can offer no definition of insanity that is not arbitrary in the ex- 
treme, and in the application of which large numbers would dis- 
agree. It is also apparent that sanity and insanity are not two 
distinct entities but “ that they merge imperceptibly one into the 
other; the extreme of insanity is manifest enough, but it is a 
matter of choice where we ‘draw the line’ across the mental 
continuum.” I would also quote from Stephen‘: “‘ Some medica! 
theories seem to go to the length of maintaining that all crime 
is of the nature of disease, and that the very existence of criminal 
law is a relic of barbarism.” It would seem that Dr. Slater’s 
support of determinism puts him in the position of protagonist 
of the medical theories suggested by Stephen. Surely most people 
would agree with many of these sentiments and would willingly 
modify criminal procedure in relation to insanity, but only when 
the psychiatrists are more sure of their own ground. It would 
thus seem that in the absence of a clear lead from the psychia- 
trists the best that can be done is to continue the use of the Rules, 
which, though not upheld as perfect, do integrate with some of 
the main tenets of the criminal law. It is respectfully submitted 
that criminal responsibility is purely a legal artifact, and the 
law will convict any person that, under certain conditions, com- 
mits any acts that are defined as prohibited. The conditions 
are not identical for all offences but are usually variations on the 
concept of mens rea. It should also be kept in mind that one 
of the cornerstones of the English criminal law has long been 
actus non facit reum nisi mens sit rea. Thus it is argued that the 
defence at present permitted an insane person is merely an ex- 
tension of the ordinary rules of mens rea. This thesis has been 
cogently argued and presented by Ellenbogen.* 

Finally, I would say, with Ellenbogen, that one must 
differentiate the concept of responsibility and the action of 
punishment. Partial responsibility has no meaning in the 
criminal law ; responsibility exists or not. It is in the field 
of punishment that the psychiatrist has the larger part to 
play, dealing with the problem of “ Now, what are we to do 
with this man? "—I am, etc., 


London, S.E.5. A. A. BARTHOLOMEW. 


REFERENCES 
' Outlines of Criminal Law, 1936, 15th ed., p. 146. 
2 Concise History of Common Law, 1948, 4th ed., p. 421. 


3 Ellenbogen, G. (1946). Lee Prize Essay, Gray’s Inn. 
4 History of Criminal Law of England, 1883, volume 2, p. 126. Macmillan. 
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The Dormant Cancer Cell 


Sir,—Mr. W. Sampson Handley’s hypothesis (Journal, 
October 2, p. 812) on the mechanism by which delayed 
secondary growths are produced (lymphatic permeation fol- 
lowed by rapid growth when a serosal cavity is reached) 
may offer an explanation for some cases but is obviously 
inadequate to account for many others. For instance, it 
would be difficult to explain by this method the mode of 
production of the notoriously late appearing secondaries in 
the liver after the surgical excision of the eye for a 
melanoma. There is little doubt that the dormant tumour 
cell is as much of a fact as lymphatic permeation,‘ even 
though with present methods it cannot with certainty be 
visually detected. His criticism of Professor G. Hadfield’s 
remark (Journal, September 11, p. 607) “Such foci must 
have been originally implanted before excision of the 
primary growth” as being “a most improbable assumption 
in cases where the patient survives for years in good health” 
appears rather surprising. Far from being improbable, it 
appears to be the only logical conclusion one can draw 
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from the available facts. Surely one would not necessarily 
expect a patient to show signs or symptoms just because 
there were a few odd small foci of dormant tumour cells 
lodged in some organ or organs in the body. 

One major piece of now well-confirmed work which shows 
the existence of the dormant tumour cell and throws inter- 
esting iight on this problem has so far not been mentioned 
in your columns. Mottram’? and Berenblum and Shubik’ ‘ 
showed that a single application of a carcinogen failed to 
produce tumours in mice, but when these animals were 
later treated with repeated application of a non-specific 
irritant such as croton oil large numbers of tumours were 
produced. They suggested that the initial action in car- 
cinogenesis constitutes a sudden and irreversible process 
whereby a few normal cells are changed into permanently 
altered latent tumour cells which lie dormant till stimulated 
into activity by a promoter such as croton oil. The treat- 
ment with croton oil need not follow immediately the single 
application of carcinogen—successful results can be obtained 
even when croton oil applications are delayed for months ; 
indeed, the limiting factor in trying out a very long latent 
period is only the short life of the experimental animal. 

The above-mentioned experiments not only confirm the 
existence of the dormant tumour cell but also suggest how 
they may be awakened into activity at a later date. Croton 
oil is a mitotic stimulant,’ and it would appear from some 
of our experiments®* that any factor which could stimulate 
mitotic activity in the area would probably help in the 
awakening of the dormant tumour cell and the development 
of a gross neoplasm. The reverse corollary to this hypo- 
thesis also appears to be correct, for Tannenbaum,’ using 
mice in experiments involving restriction of diet, found that 
if animals were maintained on a 66% diet they developed 
fewer tumours than the fully fed controls, and Bullough and 
Eisa’® have shown that a reduction of the diet to 70-80% 
of normal is followed by an optimum depression in the 
epidermal mitotic rate of mice. Further, our experi- 
ments'’~** have shown that cortisone, which produces a 
powerful depression, in the epidermal mitotic rate in mice, 
also inhibits papilloma production by a potent. carcinogen 
such as 9:10 dimethyl benzanthracene. Hence it would 
appear that tumour cells are quite capable of lying dormant 
for considerable periods of time not only in the “ ice-box” 
but also in the intact animal, ready to develop into detect- 
able neoplasms if and when factors favourable to growth 
become available.—I am, etc., 

Sheffield. F. N. GHADIALLY. 


REFERENCES 
' J. Path. Bact., — 56, 181. 
2 Ihid., 1944, 56, 
3 Brit. J. Cancer, 1947, 1, 379. 
* Ibid., 1947, 1, 383. 
5 Bullough, W. S. (1950). Ibid., 4, 329 
* Whiteley, H. J., and Ghadially, F.N. ho Brit. J. Cancer, 5, 353. 
? —— (1954). J. Path. Bact., 64, 651 
8 — (1954). J. Anat., 88, 13. 
* Approaches to Tumour Chemotherapy. 1947. American Association for 
the Advancement of Science, Washington. 
1¢ Brit. J. Cancer, 1950, 4, 321. 
11 Green, H. N., and Ghadially, F. N. (1951). British Medical Journal, 


1, 496. 
19 Ghadially, F. N., and Green, H. N. (1954). Brit. J. Cancer, 8, 291. 








Selection of Medical Students 


Sixn,—Dr. William M. Wilson (Journal, September 25, 
p. 755) should not worry too much about his “lack of 
grounding in the humanities.” I cannot help feeling that 
there is a certain amount of cant talked on this subject. 
After all, the first essential in a doctor is that he should be 
a professional in the same way that members of other 
professions are—if I engage a lawyer I engage him for his 
knowledge of the law and not for his views on Picasso ; 
if I engage an accountant I engage him for his ability to 
keep me right with the income-tax authorities and not be- 
cause he is an authority on the Elizabethan poets. In any 
case, a reasonable knowledge of the arts does not entirely 
depend on a year or even two years’ study of them at the 
undergraduate stage, but on an interest in and a study of 
them going on steadily—albeit intermittently—throughout 
life. 


I do not deny that if in addition to his professional 
knowledge Dr. Wilson can converse on reasonably equal 
terms with those who have had a more liberal education, 
that is a desirable and enjoyable quality, but if he has 
only reached the National Service stage of his career surely 
he need not yet despair of such an ideal. It should also 
be remembered that the people with whom Dr. Wilson 
regrets he cannot yet compete in conversation probably 
cannot do so with him on scientific or medical subjects— 
and are these less cultural than literature, music, and art ? 

Even more essential to a doctor than a knowledge of the 
humanities—desirable though that may be—is a love of 
humanity itself, even though at times very much in the raw. 

Lastly, I was very flattered to find from Dr. John Stevens's 
letter (p. 755) that I come from a medical school which 
apparently selects students on a basis of “ what she deems 
to be gentlemen.”—I am, etc., 

Gravesend. K. W. D. HartTLey. 

Sir,—Dr. W. M. Wilson (Journal, September 25, p. 755) 
regrets his lack of grounding in the humanities, feels he 
suffers from “cultural poverty,” and wonders how this 
common deficiency could be avoided without adding several 
years to the medical curriculum. I did not go to school 
or medical school in this country, do not presume to say 
whether or not his complaint is based on objective facts, 
but take his letter at its face value, and should like to 
comment. 

We suffer from a confusion of values. We wish to train, 
with the minimum of time and effort, vocationally, cultur- 
ally, and morally, and we hope against hope that this can 
be done somehow. We opportunistically teach the “ use- 
ful” and hope for “idealism”; we acquire “facts” and 
hope to inculcate the habit of thinking ; we regiment ahd 
expect an attitude based on independence. Furthermore, 
we consistently reward immediate success—for example, in 
examinations—and expect breadth and farsightedness. And 
we expect the educators to educate above and beyond them- 
selves. Our approach encourages an increasingly greater 
sharpness of focus on an increasingly limited field—that is, 
a deepening of consciousness—to the detriment of a widen- 
ing, which should proceed pari passu, if harmonious devel- 
opment of the personality is to take place. 

Practically, as far as the medico is concerned, the first 
steps that should be taken are: (1) Stocktaking of the 
matter that should be imparted at school level and univer- 
sity level. It seems obvious to me that the school is not 
to be used for occupational training but should, up to the 
end of school attendance, impart an all-round intellectual, 
moral, and effective training, by developing all the psycho- 
logical functions of the mind. Such a ‘training would 
naturally include training in philosophy, the social sciences, 
the arts, etc. (2) Any bias in the scholastic training should 
be dictated by individual deficits—that is, the amusic should 
be specially trained in the arts, etc. (3) At university level, 
training should be made alive by active teaching of a 
medicine integrated with the social sciences, ethics, logic, 
psychology, etc. (4) The teachers at all levels should be 
taught how to do this. (5) The medical student should be 
allowed, encouraged to pursue, or even rewarded for doing 
so, during his whole curriculum, extra-curricular studies to 
a more than sheer amateurish level. (6) The obsessionalism 
of the representatives of the various specialties should be 
discouraged, in so far as they tend to insist that more and 
more time should be spent on fheir specialty without which, 
according to them, no doctor could be one; in fact, more 
and more teaching should be done by first-class, cultured, 
and wise doctors rather than eminent representatives of a 
specialty. It is, of course, possible to belong to both 
classes. 7 

I should not be inclined to listen to any protests that 
would be certain to be forthcoming were my scheme put 
into operation; for I should have in my possession the 
results of an inquiry I should undertake forthwith, if I 
were asked to reorganize education, and, in especial, medical 
education. I should interview, a Ja Kinsey, one thousand 
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medical practitioners who are not specialized and who are 
by common (expert) consent recognized as good and effi- 
cient. I should ask these to answer questions based on the 
matter they were taught at medical school. I should then 
eliminate from the medical curriculum factual teaching 
which is remembered by less than 10% of those asked for 
their answers. I think Dr. Wilson, if he had gone to medical 
school in the era thus reformed, would have opportunity 
for boasting at least cultural equality with those educated in 
other faculties, and most likely he would not be a worse 
but a better doctor as well.—I am, etc., 


Sedgefield, Co. Durham. D. J. SALFTELD. 


Sir,—After the very interesting and thoughtful articles 
you recently published on the selection of medical students, 
I was rather surprised to read Dr. E. C. Warner’s remarks 
as reported in The Times of October 9. One realizes that 
no selection committee can be infallible, whether profession- 
ally or in sport, but, in view of the energy and money that 
must be expended on such committees, Dr. Warner's experi- 
ence, which must be very representative, is disappointing to 
say the least. Personally, I should have thought that young 
men desired to become medical students for two main 
reasons : either because they have a vocation for medicine, 
or because they have been pushed into medicine faute de 
mieux. Nothing will stop the first class succeeding ; those 
of the second class who are likely to become misfits could 
surely be detected and eliminated after a short period of 
training. In fact, is it possible for a selection committee, 
however experienced and conscientious it may be, to pick 
the best material consistently ? I am very doubtful, but, as 
this method of selection has become a modern tenet, I sup- 
pose it must persist—I am, etc., 


Harrow. J. E. STEPHENS. 


Pilonidal Sinus 


Sirn,—Further to your leading article “ Pilonidal Sinus ” 
(Journal, September 18, p. 694) it may be of interest to indi- 
cate my impressions of this condition derived while serving 
with the R.A.M.C. in the Suez Canal Zone. Although I can 
provide no definite s‘atistics, I must have seen over 40 cases 
of pilonidal. sinus infection in National Service personnel 
over a period of 12 months. In all these cases the following 
facts were noted: (1) All had been in the Middle East less 
than six months. (2) All were drivers of Army vehicles or 
had recently been performing escort duties which entailed 
sitting in the vehicles for prolonged periods. (4) Marked 
dorsal distribution of hair together with hyperhidrosis. 

I came to the conclusion that this lesion was produced 
purely by repeated trauma to this area combined with a 
soggy condition of the skin due to perspiration and lack of 
ventilation. I postulated a pilonidal abscess diathesis in this 
type of individual—the abscess forming when the area was 
subjected to repeated trauma. I found hair in approximately 
half of the cases I operated on. We came to know the 
condition as “jeep-drivers’ disease.” The early cases I 
dealt with by wide excision of the abscess cavity and track, 
but we found the wounds were very slow to heal in this 
climate, where any open wound is prone to become second- 
arily infected. 

I hénce adopted a more conservative incision—i.e., the 
smallest incision compatible with full exposure of the abscess 
cavity and track without a wide excision of the skin. I 
packed the cavity with proflavine-emulsion gauze after all 
debris had been completely removed. On this regime I 
reduced the average stay in hospital to 10 days. ~Whilst in 
hospital these patients were impressed with the utmost neces- 
sity of careful personal hygiene—daily baths and liberal 
applications of toilet powder to the natal cleft. They were 
advised to acquire a comfortable cushion before resuming 
their duties, to reduce further trauma to a minimum. In 
no case did I see any recurrence during the short time I 
could follow up these cases.—I am, etc., 


Birkenhead. R. H. Jones. 


Threescore Years and Ten 


Sin,—Having read Dr. R. H. Little’s interesting article on 
threescore years and ten (Journal, August 21, p. 465), and 
having myself a complete record of deaths in my practice 
here for the last 20 years, I thought possibly a second table 
of results may be of interest. My table will help to confirm 
Dr. Little’s findings, and is of interest, also, in showing that 
the expectation of life during the last 10 years has increased. 











Y iemale Average Deaths 

- Bate a Total Age Under | 
1934 4 7 il 66 1 
1935 9 7 16 63 1 
1936 6 7 13 68 2 
1937 8 8 16 64 1 
938 7 9 16 60 0 
1939 14 7 21 67 3 
1940 14 19 33 67 1 
1941 9 8 17 66 1 
1942 7 il 18 69 1 
1943 12 12 24 74 0 
1944 10 13 23 72 1 
1945 7 13 20 73 0 
1946 5 10 15 70 1 
1947 14 8 22 ot 10 
1948 12 10 22 71 1 
1949 14 13 27 73 0 
1950 12 18 67 0 
1951 10 8 18 71 0 
1952 7 7 14 66 1 
1953 9 9 18 78 0 
190 192 382 68 15 




















Such findings based on statistics are, of course, subject 
to error, as in the younger age group more deaths may 
occur in hospital. The.older age group is likewise affected 
by the number who enter institutions for the care of the 
aged.—I am, etc., 

Dorchester. H. G. HARVEY. 


Treatment of Gout with H.P.C. 


Sir,—In his article (Journal, October 2, p. 782) Dr. D. N. 
Ross describes the treatment of 12 cases of gout with the 
drug 3-hydroxy-2-phenylcinchoninic acid (H.P.C.). I would 
like to record a fatality due to its administration in the hope 
that it will deter widespread use of the drug until its dangers 
have been carefully assessed. 


Rennie et al.' described the use of H.P.C. in scleroderma, and 
following this paper I treated a patient who had large patches of 
scleroderma over the trunk and legs. 500 mg. (two tablets) were 
given twice per day and the patient kept under hospital observa- 
tion for 12 days. No toxic effects were apparent and the patient 
was discharged on the same dose. Three days later he started 
with diarrhoea, which improved in two days. Because of this 
improvement the tablets were not discontinued, but after another 
two -days the diarrhoea became severe again. The drug was 
stopped and he was admitted to hospital. The diarrhoea con- 
tinued and four days after admission complete anuria occurred 
which lasted for 24 hours. At this time the blood non-protein 
nitrogen was 118 mg.%. The diarrhoea continued and blood 
was present in the watery stools. Small quantities of urine were 
passed. The non-protein nitrogen gradually rose to 191 mg.% 
and finally 230 mg.% on the day of his death 10 days after the 
drug had been discontinued. The necropsy carried out by 
Dr. Bowden revealed a severely ulcerated large bowel from 
caecum to rectum with a friable gut wall and a perforation in 
the caecum with resulting peritonitis. The kidneys showed histo- 
logical changes representing the recovery stage of a lower 


_ nephron nephrosis. The possibility of peritonitis had been con- 


sidered prior to his death, but it was decided not to operate, and 
from the appearance at necropsy suture would have been almost 
impossible because of the friability of the gut. 


A further case of death following the administration of 
H.P.C. has also come to my knowledge. Unfortunately the 
details have been lost, but the patient was a woman in her 
fifties who had scleroderma. After H.P.C. she developed 
diarrhoea and severe abdominal pain. A laparotomy was 
considered advisable, but only extensive and severe colitis 
was found and she died shortly afterwards. In their letter 
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on the treatment of scleroderma, Rook and Frain-Bell* men- 
tion one case who died in uraemia six months after treat- 
ment with H.P.C. (1.5 g. daily for six weeks). This patient 
had albuminuria before therapy commenced. Of Dr. Ross’s 
twelve cases, apart from the rashes, four had diarrhoea and 
in one there was a small rise in the blood urea. It may be 
that if the dose of the drug is reduced or stopped when 
diarrhoea occurs it will be found to be safe, but I would 
suggest that work with H.P.C. is continued with great 
caution.—I am, etc., 
Bristol. ROBERT P. WarRIN. 
REFERENCES 


' British Medical Journal, 1951, 1, 383. 
* Lancet, 1952, 1, 514. 


Alcoholism and Attempted Suicide 


Sir,—The relative preponderance of younger age groups 
and of the male sex among alcoholics who attempt suicide, 
to which you refer in your annotation, “ Alcoholism and 
Attempted Suicide” (Journal, September 25, p. 745), as 
opposed to that of older age groups and of women among 
unselected, samples of persons who have made suicidal 
attempts, is also evident in our group of alcoholics at War- 
lingham Park Hospital. As regards age, of 22 male alco- 
holics who had attempted suicide, 12 (54.5%) had done so 
before reaching the age of 40, and four out of five female 
alcoholics between the ages of 40 and 60. However, when 
dividing our male suicidal alcoholics into psychopathic and 
non-psychopathic personalities, it is found that only in the 
psychopathic group do the younger age groups predominate : 
out of 10 suicidal psychopathic alcoholics, 9 were under the 
age of 40, while of the 12 non-psychopathic patients 8 
(65.8%) had attempted suicide whilst in the 51-60 age group. 
As far as sex distribution is concerned, there were 25% 
(22 out of a total of 88) suicidal patients among the 
male alcoholics, as against 16.6% (5 out of 30) among the 
females. 


Dr. Batchelor’ refers to another association between alcoholism 
and suicide: 24.5% of his 200 suicidal individuals came from 
homes “ broken” because of parental alcoholism. Other bad 
effects of a parent’s excessive drinking: on his offspring*—for ex- 
ample, in producing “ deprived ** children and juveni'e delin- 
quents*—have often been pointed out. Thus successful treatment of 
a parent’s alcoholism will have beneficial effects far beyond those 
affecting the patient himself. However, unless an alcoholic de- 
velops definite physical or mental complications, he has at present 
little chance of being admitted to a hospital for treatment.* * 
The fact that many alcoholics can make good has been shown 
very clearly by the example of Alcoholics Anonymous in America, 
as well as more recently in this country (Alcoholics Anonymous 
in the British Isles now comprises 70 groups with 5,000 members). 
Many of the principles of Alcoholics Anonymous could be made 
use of in the treatment of alcoholics in hospital, if, instead of 
being haphazardly admitted to any hospital, they could be 
admitted to certain selected hospitals in each region, where they 
could receive treatment along with other alcoholic patients, and 
could thus help one another. Alcoholics desirous of giving up 
drinking are very co-operative, and, in turn, because of their 
abilities, can be of great use to the modern mental hospital— 
for -example, as group leaders of more chronic patients, as 
editorial staff on the hospital magazine, etc. 

Drunken behaviour is the chief factor which arouses public 
interest and disquiet with regard to alcoholism.’ and the fact 
that drunkenness has been much less evident in recent years may 
be one reason why the problem of alcoholism in this country 
has not claimed much official consideration recently..* But, 
although excessive drinking is not nowadays such a problem as 
it was in the days of Hogarth’s “Gin Lane,” or even a few 
decades ago, there are, as stated in your annotation, “ indica- 
tions that abuse of alcohol is again becoming more common.” 
Pointers in this direction may perhaps be seen in the fact that 
each year from 1946 to 1952 the rate of “ proved drunkenness ” 
per 10,000 of the population over 15 years of age has risen from 
6 in 1946 to 15.8 in 1952, and that by 1953 the level after the 
fall in the war years had returned to what it was in the two years 
before the 1939-45 war. What may be more disturbing is that 
according to an Economic Research Council Report* the rise of 
convictions for drunkenness between 1950 and 1953 affected 
chiefly the young—convictions for drunkenness of youths under 


21 rose by 102% compared with the increase of only 19% among 
older men; convictions for drunkenness of girls under 21 rose 
by 80%. 

As'‘you point out in your annotation, there is thus “ need 
for vigilance as well as for research in this field,” and, as 
far as the latter point is concerned, here as well as in treat- 
ment the formation of special units for alcoholics in certain 
hospitals, working in close association with out-patient 
clinics and with Alcoholics Anonymous, could be of great 
assistance.—I am, etc., 


Warlingham. M. M. GLatTrT. 
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Fractures Complicating E.C.T. 


Sir,—I have read with interest the correspondence in the 
Journal on the subject of fractures associated with E.C.T. 
| agree that fractures of the scapula must be very rare. In 
my own experience with several hundreds of treatments I 
have only seen .hem in two cases, and these, strangely enough, 
were sisters who were identical twins. They both had the 
same type of obsessive thinking and about the same subject, 
the death of a favourite cat. Each was admitted to the 
Royal Prince Alfred Hospital, Sydney, but at a different 
time, for E.C.T. After three treatments the first sister com- 
plained of pain in the upper part of the back and the 
shoulder on the right side. X-ray showed a fracture of the 
neck of the scapula on that side. Treatment was discon- 
tinued and she was discharged to the care of the orthopaedic 
surgeon. Shortly after, the second sister was admitted, had 
three treatments, and also complained of pain in the back 
and shoulder, but this time on the left side. X-ray revealed 
a similar fracture, but, of course, on the other side. An irate 
radiologist rang the ward to ask cuttingly why we needed 
a second x-ray. He was astounded, and somewhat apolo- 
getic, to find this was another sister, but made some caustic 
comment on the strange habits formed by certain psychia- 
trists. A bright student suggested that this strange happen- 
ing might support the theory of the “ mirror” similarity of 
identical twins—namely, that they are not exact replicas of 
each other but rather the opposites as seen in a mirror, the 
right side of one corresponding to the left of the other. 
It is an interesting suggestion which would account for the 
fracture being on the left side in one case and on the right 
in the other. It is worthy of note that the obsessional state 
became progressively worse and each subsequently had a 
leucotomy done with very good results. My excuse for 
entering the discussion is that this history must be without 
precedent in the treatment of psychiatric disorders by E.C.T. 
—I am, etc., 


Sydney, Australia. JoHN McCGEORGE. 


Appendicectomy in Chronic Appendicitis 


Sir,—I must strongly criticize the article “ Justification 
for Appendicectomy in Chronic Appendicitis” by Mr. lain 
McLellan and Mr. J. Kennedy Watt (Journal, September 25, 
p. 736), and I sincerely hope that many other surgeons will 
react in the same way. It is a very great pity that such 
an extensive and painstaking investigation was so mis- 
directed as to render the conclusions useless and possibly 
dangerous. The paper was largely based on two articles 
by Shelley.’? In the first he described under several head- 
ings the various so-called pathological changes occurring 
in appendices removed incidentally from patients who were 
suffering from no concomitant abdominal inflammatory 
disease or any symptoms possibly referable to appendicular 
disease ; 62% of these appendices were diagnosed as being 
affected, and when the incidence of so-called disease was 
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broken down into age groups it was found that, despite the 
increasing proportion of appendicectomies, the percentage 
affected increased up to the last age group studied (61-70). 
Shelley's later article followed up, for 12} months, 704 
patients whose appendices had been removed for so-called 
“ chronic appendicitis,” and found that 87% were free from 
symptoms. It is impossible in a letter to review all the 
literature, but certainly Heintzelman and Evans’ came to 
very different conclusions about the so-called cure rate. 
Warren and Ballantine‘ suspected their own figures for a 
cure rate. 

it seems to me that one must first be prepared to take a full 
enough history to separate those patients who have had an 
attack of acute appendicitis and have residual symptoms from an 
empyema or mucocele of the organ, as may so often occur from 
a retrocaecal or pelvic appendix. At the same time, one must 
suspect the existence of other diseases which may produce the 
same rather bizarre symptoms, and investigate them accordingly. 
In other words, having excluded an attack of acute appendicitis 
as the starting point, it is quite essential to assume that, whatever 
else is the cause of the symptoms, it is not the appendix. Only 
in this way can light be thrown on the subject and the correct 
diagnosis reached in the individual patient. I think it would 
have been very valuable if the investigation under discussion had 
reported on the fullness of the history taken by the consultants 
who conducted the out-patients’ clinics (“* patients complaining of 
persistent or recurring pain were usually admitted for operation °°). 

The naive assumption that the diagnosis was correct if 
the patients remained free from pain is. scarcely tenable. 
Very few people are unaware of the usual position of the 
appendix or of the condition of appendicitis. Even more 
are sure of the existence of “ chronic appendicitis ” or “ the 
grumbling appendix,” a belief which often becomes even 
more firmly fixed by the help of parents, relatives, friends, 
and, sadly enough, the medical profession. Quite obviously, 
the “ plain worrieds ” will be relieved by operation. Those 
with anxiety states may similarly be relieved to a varying 
degree, whilst the true hysteric or hypochondriac may con- 
tinue with the same symptoms, or produce others, perhaps 
complaining “ bitterly of disabling headaches.” It should 
be scarcely necessary to point out that surgery is completely 
unjustifiable except to remove a diseased organ, and, in 
psychic states, apart from the morbidity rate, may well do 
untold harm. I should like to go into the diagnostic details 
of patients presenting with this type of symptom, but this 
must wait.—I am, etc., 


Farnborough, Kent. D. P. VAN MEURS. 
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Measles Meningoencephalomyelitis 


Sir,—In Dr. W. F. Twining McMath’s interesting paper 
on measles meningoencephalomyelitis (Journal, October 2, 
p. 789) he attempts to come to some conclusion regarding 
the aetiology of this condition and the mechanism of its 
production. In the discussion he puts forward certain 
observations which he believes seem to be against the 
allergic hypothesis. These are the occasional pre-eruptive 
appearance of the meningoencephalomyelitis, the lack of a 
fixed time relationship between the onset of the eruption 
and the neurological symptoms, and the absence of eosino- 
philia. 

Regarding the first point—namely, the pre-eruptive appear- 
ance of the meningoencephalomyelitis—even at this stage 
of the illness the measles virus has probably béen present in 
the tissues for at least 10 to 11 days, and this length of time 
would be quite adequate for a sensitization process to occur. 
From work being published’ * on the results of experimental 
allergic encephalomyelitis induced in guinea-pigs by the 
Freund adjuvant technique, using active fractions prepared 
from acid-fast bacilli, the time of onset of the neurological 
manifestations, under comparable conditions, is related to 
the amount of active fraction used: the greater this is, 
the earlier is the onset. The lack of an absolute fixed time 


of onset is also seen in these experiments when a constant 
amount of material is injected, and this partly depends on 
some individual tissue peculiarity and probably depends to 
some extent on the state of the blood-brain barrier, which 
may conceivably be modified by such factors as dehydra- 
tion. With regard to the absence of eosinophilia, the 
experimental lesions produced in the nervous system are 
characterized by the presence, not of eosinophils, but of cells 
of the lymphocytic series. Therefore it seems that none 
of these points should be regarded as strong evidence against 


‘the allergic hypothesis. The word allergic unfortunately is 


frequently used in a loose way so that it has no precise 
meaning, and it might therefore be better to describe this 
process as one of sensitization. 

It is of interest to note that in the series of cases pub- 
lished by Dr. Twining McMath the age of the patient did 
not seem to influence the time of onset of the meningo- 
encephalomyelitis or its severity. It would also be impor- 
tant to know whether any particular age group was more 
prone to develop this neurological complication, as these 
facts might throw light on the aetiology and the manner in 
which the agent responsible reaches the nervous system. 
The problem of the aetiology of this and other demyelinat- 
ing conditions is a most intractable one, and it is only by 
correlating clinical, experimental, and pathological evidence 
that it is likely to be solved.—I am, etc., 

Maidenhead. J. COLOVER. 
REFERENCES 
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Onychogry phosis 


Sir,—The interesting memorandum by Dr. H. B. Porteous 
of a case of onychogryphosis (Journal, October 9, p. 851) 
deserves comment. The case he describes has also “ anky- 
losing spondylitis and osteoarthritis.” Some 20 years ago a 
clinical assistant at Peto Place Rheumatism Clinic submitted 
a paper to the Heberden Society in which he claimed an 
association between osteoarthritis of the hip and epidermo- 
phytosis ; and, if I remember correctly, especially the sub- 
ungual variety. It did not take many cases to prove that 
there was no invariable association, and the matter was 
allowed to drop. 

Subungual epidermophytosis can (whatever all the derma- 
tologists in the world may aver to the contrary) progress 
to onychogryphosis. This fact is not included in Dr. 
Porteous’s list of exciting causes. The reason why this con- 
nexion is not recognized is because the visible parts of nails 
suffering with onychogryphosis have no livihg or recogniz- 
able hyphae, spores, or other indications of the underlying 
cause. It is important, however, to be aware of the con- 
nexion, as it should affect treatment. The importance of 
epidermophytosis, whether of the interdigital or subungual 
variety, is all too little recognized. Whether this disease can 
or cannot directly affect health adversely I do not know; 
but as a potential “opener” of “ways in” there is no 
doubt about its capabilities. Nor is there any doubt that 
when actively treated its cure can be of real benefit to 
patients suffering from other conditions.—I am, etc., 


Chipping Campden. C. B. HEALD. 


Encephalitis after Yellow-fever Vaccination 


Sir,—I have read with great interest Dr. J. Hewgill Smith’s 
description of encephalitis in an infant following yellow- 
fever vaccination (Journal, October 9, p. 852), since we have 
recently seen a similar case. A 13-week-old child was ad- 


_mitted under the care of Dr. A. P. Norman with a history 


of 48 hours of irritability, 18 hours of pyrexia, and 6 hours 
of drowsiness and refusal of feeds. Yellow-fever vaccina- 
tion had been performed 11 days before admission. 

On examination the temperature was 102.6° F. (39.2° C.). 


There was neck stiffness and bulging of the fontanelle. Kernig’s 
test was positive. The relevant pathological findings were: 
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C.S.F. pressure 205 mm. Free rise and fall. Cells 460 per c.mm., 
50% polymorphs, protein 120 mg.%, sugar 60 mg.%. No organ- 
isms were seen or subsequently grown on culture. W.B.C. 18,800, 
34% polymorphs, 60% lymphocytes, 6% monocytes. Blood 
culture sterile. 

The treatment was 10,000 units of penicillin intrathecally 
on admission. Systemic penicillin, streptomycin, and “ gan- 
trisin ” were given for 10 days. The infant made a complete 
and uneventful recovery. The signs of meningeal irritation 
disappeared after 24 hours, and the temperature was normal 
on the fourth day. Neurotropic affinity of the yellow-fever 
virus perhaps limited to infants seems a very likely cause 
for this child’s aseptic meningo-encephalitis——I am, etc., 

London, W.12. ; L. Haas. 


Certification of Miners’ Nystagmus 


Sir,—With reference to your annotation (Journal, October 
9, p. 858) it would be a little hard to refuse to certify men 
because definite oscillations of the eyes could not be detected, 
because sometimes these oscillations only occur in bursts and 
the patient may not be having them while being examined, 
even though he has been placed in the dark or made to 
stoop. In making the diagnosis the history should carry 
more weight than the results of the physical examination. 
I agree that those certified without oscillations include a 
proportion of men with psychiatric disorder. But if oscilla- 
tions were insisted upon, a proportion of men with true 
nystagmus would be excluded. No certification criteria can 
be perfect, and no doubt the present rules err a little on the 
generous side.—I am, etc., 


Newcastle-upon-Tyne. R. C. BROWNE. 


Infant-feeding 

Sir,—In reply to Dr. A. George (Journal, October 2, 
p. 811), as a medical student and house-physician, my 
opinions on infant-feeding were founded largely on the 
teachings of my chief. As medical adviser to an infant food 
firm, it is my duty to keep in touch with the teachings of 
all the leading paediatricians ; as a general practitioner and 
family man, I follow my own line of thought. I would not 
presume, however, to dictate which authorities are to be 
read and which ignored. 

Surely a student should be encouraged to read as many 
books as possible on the subject.. That is the purpose of 
their publication. I know of only one paediatrician who 
teaches that normal children should be artificially instead of 
breast fed. The prevalence of artificial feeding to-day is due, 
I think, more to domestic problems than to the teachings 
of doctors or nurses.—I am, etc., 


R. A. DE K. GLOVER, 
Guildford. Medical Adviser, Cow & Gate, Ltd. 


Propantheline and Enuresis 


Sir,—The two cases of enuresis treated by Dr. B. Gordon 
(Journal, October 9, p. 872) suggest that propantheline 
merits a trial in the treatment of this distressing condition. 
The case reports would have been more striking if we could 
have been assured that no failures had been encountered 
with the use of this drug. If the two patients treated were 
the only ones on which the trial was made then little 
will have been learnt as a result of the report. 

I began treating my resistant cases of enuresis in children 
with this drug in paediatric out-patient clinics nearly a 
year ago, and, like Dr. Gordon, had encouraging results 
at first. Further experience, however, made me less en- 
thusiastic, and my impression so far in treating nearly 100 
children with propantheline is that this drug is a useful 
addition to one’s therapeutic armamentarium but that it is 
not noticeably superior to other drugs such as dexampheta- 
mine sulphate (“ dexedrine”), methyl ephedrine, and bella- 
donna. As with other “remedies,” the benefit psychologi- 
cally of a change to a new drug is hard to deny, and my use 
of dummy tablets of “ probanthine,” kindly supplied by the 
manufacturers bears out the contention that enuresis, being 


in the vast majority of cases of emotional origin, can be 
influenced in some cases by any treatment put forward with 
sufficient confidence. One must admit the practical diffi- 
culties of evaluating the effect of drugs under such circum- 
stances, and I am in the process of analysing my cases to 
see if any light can be thrown on the relative efficacy of 
propantheline compared with other drugs in common use. 

Propantheline has the virtue of relative non-toxicity, but 
hypersensitivity: to the drug cannot be foreseen. I have 
encountered abdominal pain, dryness of the mouth, and 
blurred vision in one boy having two tablets (30 mg.) 
nightly, but another (while an in-patient) had nine tablets 
(135 mg.) with no toxic effects and, incidentally, no influence 
on his enuresis.—I am, etc., 


London, W.1. S. B. Dimson. 


A Cheap Fracture Beam 


Sir,—The illustration shows an overhead type of beam 
with a lateral extension for treating fractures which was 
made by the Physical Medicine Department, Royal Hamp- 
shire County Hospital, Winchester, for the orthopaedic de- 
partment. 

It was made out of standard materials which were as 
follows: One 14 ft. (4 m.) length of 1} in. (3 cm.) electric 
light conduit which was bent as shown in four right angles 
to form the long overhead beam. This was found to be 
extremely rigid in practice and was attached to the bed by 
means of Whitfield clamps. The abduction portion was 











made of shorter lengths of tubing and attached by the type 
of clamps used for building scaffolding. It is important to 
remember in connexion with this that building type clamps 
are made for water pipe where measurements are given 
for the internal diameter, whereas electrical piping is 
measured by the external diameter; therefore an inch 
(2.5 cm.) water pipe clamp will fit 14 in. (3 cm.) electric 
light conduit. Pulleys were obtained from the local iron- 
monger for 114d., and were each fitted with an S-shaped 
hook, twisted through 90° so that the axle could be made 
to lie either at right angles or parallel with tubing. The 
time of construction, 10 minutes ; cost of materials, approx- 
imately £3. Clamps were supplied by Messrs. Gascoignes, 
of Reading.—I am, etc., 


Winchester. W. RUSSELL GRANT. 


Corsets and Pre-eclampsia 


Sir,—Struck by the complete absence of pre-eclamptic 
toxaemia in the last 230 maternity cases delivered at home 
since 1949, I have gone through my midwifery records to 
see if I. could find an explanation. In a comparable number 
of maternity cases delivered at home prior to 1949 I find 
that the instances of pre-eclamptic toxaemia as shown by 
albuminuria and rise of blood pressure were 11, with 13 
cases showing a transient albuminuria without rise of blood 
pressure. 

In a middle-class area it is my experience that from the 
moment a woman finds she is pregnant she immediately 
purchases an elaborate garment known as a maternity corset, 
and this garment, if it fits comfortably when put on in an 


eee eS ee ee ee ete 





TTT 


——— + 








994 Ocr. 23, 1954 


CORRESPONDENCE 





British 
MepIcaL JOURNAL 





erect position, is too tight when the patient sits down and 

causes pressure, and if loose enough to cause no pressure 
when in the sitting position then it is too loose to stay on. 
Because of this pressure effect from either the very elaborate 
so-called maternity corset or, alternatively, the practice of 
using an elastic roll-on or slitting up an existing corset when 
it proved too tight to be tolerated, I started in 1949 to ban 
all forms of corset, belt or roll-on, amongst my maternity 
cases, and instructed them to attach their suspenders to the 
lower edge of a stout vest as a means of holding up the 
stockings. 

As this is the only alteration I have made in my ante- 
natal care and advice to my patients, I feel it must be more 
than a fortuitous accident that I have eliminated pre- 
eclamptic toxaemia in my practice over a period of five 
years. My belief is that the pressure from these corsets, 
etc., early in pregnancy causes pressure on either the renal 
tract or the placenta which sets up in some way a cycle 
of events producing the toxaemia. It would be of interest 
if somebody with facilities for studying a much larger 
number of cases than I could hope to test in a single-handed 
practice would take the investigations a stage further on a 
larger series of cases. I would warn whoever undertakes 
the task that he will have to be very strict about the banning 
of corsets, as the temptation to “hide the bulge” in the 
first few months of pregnancy is very deeply rooted amongst 
women, especially the primipara.—I am, etc., 

Upminster, Essex. E. ANTHONY. 


Accidental Carbon Monoxide Poisoning 


Sir,—Coal-gas poisoning, as Dr. Keith Simpson (Journal, 
October 2, p. 774) and your annotation (p. 801) have both 
emphasized, has been accepted in this country with amazing 
unconcern. It has been argued that neither a bad smell nor 
an irritant could be included in the gas because the amount 
of leakage at the gas works would make work there intoler- 
able. But can we afford to have all this leakage in a 
nationalized industry ? Ought we to tolerate the national- 
ized supply of poison into the houses of the citizens, with 
so little safeguard ? The protection of children and others 
by guards on electric fires has now become law, a fact that 
is worthy of note, as is the debt we owe to Dr. Leonard 
Colebrook for his work to this end. Now we must join 
to support Dr. Keith Simpson in his efforts to make gas less 
dangerous.—I am, etc., 


Dundee. A. C. LENDRUM. 


‘ 


Sterilizing Clinical Thermometers 


Sir,—I have long been concerned by the possibility of 
spreading disease from one patient to another by using an 
inadequately sterilized clinical thermometer. The ordinary 
spirit-case very soon loses its content of spirit when the 
thermometer is much used. I find a small screw-capped 
bottle containing cetrimide in spirit is a useful solution in 
which to stand the thermometer for at Jeast a minute before 
returning the instrument to its case. I would like to invite 
further correspondence on this subject.—I am, etc., 

R. A. O'G. PEARSON. 


Butterknowle, Co. Durham. 


New Blood-transfusion Sets 


Sir,—As two house-surgeons who have had the misfortune 
of using the new-style giving sets for blood transfusions for 
the past three weeks, we have found the new design to be 
inferior to the old in several ways. 

First, difficulty in inserting the needles and retaining the 
sterility of the apparatus throughout the procedure. This 
applies even more when changing to a fresh bottle—a task 
usually performed by nurses, selected for brains rather than 
brawn. They find the change-over most arduous, and thus 
we lose more sleep. Secondly, the tendency to leak, which 
occurs both at the point of insertion and above and below 
the drip chamber—an unsightly happening. Thirdly, the air 
entry tube, with its plug of cotton-wool, cleverly designed to 
catch one drop of blood and then clot, thus effectively 
rendering air entry quite impossible. Fourthly, the drip 


chamber, which now includes a filter of a curious style, and 
which will not allow the passage of more than two pints of 
blood consecutively. Furthermore, it is almost impossible 
to keep the level therein correct without frequently indulging 
in callisthenics. 

We do appreciate the many advantages of a pilot bottle— 
but was it really necessary to have so radical a change in the 
design of the set ?—We are, etc., 

' ANTHONY R. WISDOM. 
Erica J. JONEs. 


A Mysterious Pain 
Sir,—The odd case of the child, of 3 who reacted to 
his mother’s labour pains (Journal, September 25, p. 757) is, 
as your correspondents Drs. P. J. Dally and A. G. Mullins 
suggest, pretty certainly due to extra-sensory perceptivity. 
I have never met ii in quite this form, but prolonged experi- 
ence of psychotherapy has convinced me (a) that very many 
children_are actively sensitive in a paranormal manner, and 
(b) that—as is well enough known—physical birth and 
separation are not simultaneous with psychic birth and 
separation from the mother. The extra-sensory response 
of children tends to become obscured as intellectual develop- 
ment proceeds. And this, too, coincides with the establish- 
ment of the ego and the sense of separate identity it gives. 
Thus far the cause seems (coincidence apart) fairly clear. 
But I cannot venture an opinion as to why the E.S.P. took 
the particular form described.—I am, etc., 
Camberley, Surrey. 


London, E.1. 


L. J. BeENnprr. 


Visit to Poland 


Sir,—I should like to comment even more shortly on the 
letter from Dr. Winifred M. Coppard (Journal, October 2, 
p. 810). 

May I ask what qualifies her to assume, to the extent of 
joining a special society, that she is more eager to prevent 
war than the rest of us, and why this presumptuous band, 
together with other “ peace and eternal friendship ” associa- 
tions, consistently receive invitations to free excursions to 
Communist-dominated countries, whilst the more belligerent 
of us have to be contented with a fortnight in Devon and 
pay through the nose for it 7?—I am, etc., 

Beaconsfield. P. T. BALLANTYNE. 


POINTS FROM LETTERS 


St. Luke’s Day 

Mr. H. Caicer (Banstead) writes: October 18 again reminded 
us of the great service Luke has rendered to the world. Ernest 
Renan, the famous French sceptic and critic, said his gospel was 
“the most beautiful book we possess—a book full of joy.” 
These words written a century ago are still true to-day. And, 
as the prayer for St. Luke’s Day suggests, the medicines prescribed 
by Luke for this world’s sick soul are still the sovereign remedy 
for our world’s selfishness and materialism. 
Hot Water and Midwifery 4 

Dr. I. S. L. Loupon (Wantage) writes: Recently I saw an 
admirably funny film depicting the life of the medical student 
and his training. I thought it a good caricature, and the techni- 
cal details true to life except in one respect—namely, that it 
pandered to the hot-water-in-midwifery myth. For some curious 
reason whenever midwifery enters into fiction, theatre, or cinema 
(particularly cinema) the process of labour is thought to be in- 
separable from gallons and gallons of boiling water. What do 
they do with it ? . .. No matter where the childbirth takes place 
in fiction you can count on a couple of bathfuls of boiling 
water. Can any of your correspondents tell me why ? I must 
say that when I entered general practice-I thought the chief 
danger of domiciliary midwifery was the danger of being severely 
scalded. How could I thread my way safely through all those 
kettles ? But, alas, real life is not true to fiction. The predomin- 
ant feature of domiciliary midwifery is not hot water but news- 
paper. Newspaper on the floor, on the bed, on the chest of 
drawers, on the walls—even, it seems, on the ceiling. Will some- 
one please tell the film producers ? Then I shall look forward to 
a film where the heroine’s childbirth is ushered in by the crisp and 
crinkly sound of the last month’s entire collection of copies 
of the Daily Blank. 
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Obituary 








H. O. GUNEWARDENE, M.B., D.M.R.E. 
The death occurred on September 30, after a short 
iliness, of Dr. H. O. Gunewardene, formerly head of 
the x-ray department at Colombo General Hospital and 
well known in Ceylon and in this country as a cardio- 
logist. He was 61 years of age. 

Hubert (Hugh) Oliver Gunewardene was born in 
Ceylon on June 6, 1893, and came to London from 
the Royal College, 
Colombo, to continue 
his medical educa- 
tion at King’s College, 
where in due course he 
won an entrance scholar- 
ship to the medical school. 
He graduated M.B., B.S. 
from London University 
in 1919, taking the Lon- 
don conjoint diploma in 
the same year. Having 
developed an interest in 
cardiology, he worked un- 
der the late Sir Sydney 
Russell-Wells as a clinical 
assistant at the National 
Hospital for Diseases of 
the Heart, and he also studied radiology at the request of 
the Government of Ceylon and obtained the Cambridge 
D.M.R.E. in 1922. On his return to Ceylon in 1925 
Dr. Gunewardene was appointed radiologist to the 
General Hospital, Colombo ; he retired from this post 
two years ago. Beginning the radiological-service in 
Ceylon with only two technicians to assist him, he so 
developed the department that it now has a unit in every 
provincial hospital, besides the mobile units and large, 
modern deep x-ray therapy and physiotherapy units in 
Colombo. Important as was his work in this connexion, 
he will best be remembered in medical circles for his 
pioneer work in cardiology. He was the first physician 
in Ceylon to specialize in the study and treatment of 
heart disease, and he made many valuable contributions 
on the subject at the meetings of the Ceylon Branch of 
the British Medical Association, of which he was honor- 
ary secretary from 1926 to 1930 and president in 1933-4. 
He also represented the Branch at the Annual Repre- 
sentative Meeting of the B.M.A. held at Dublin in 1933. 
In 1931 he was awarded the Sir Charles Hastings Clini- 
cal Prize for his essay on “ The Stroke in High Arterial 
Pressure,” and in consequence became the first medical 
practitioner from the East to win the prize. His essay 
was published in the British Medical Journal of January 
30, 1932. When Mr. H. S. (now Sir Henry) Souttar 
presented, as chairman of the Science Committee, the 
report under “Science” to the Annual Representative 
Meeting at Eastbourne in 1931 he said, after announc- 
ing Dr. Gunewardene as the winner of the Sir Charles 
Hastings Clinical Prize, that he had first come in contact 
with the prizewinner some years earlier, when at the 
Royal Society of Medicine he had described a most 
ingenious and valuable syringe of his own design for 
the aspiration of the chest. 

Dr. Gunewardene was the author of a number of 
books, including High Blood Pressure and its Common 
Sequelae, Heart Disease in the Tropics, Alarming Heart 





Attacks, and High Blood Pressure and You, the latter 
written as a guide to laymen. All these books illustrated 
his keen sense of clinical judgment. About twenty years 
ago he held, as one of his birthday celebrations, a sym- 
posium on high blood pressure, and later, on his fiftieth 
birthday, he again invited his colleagues to a symposium 
on coronary thrombosis. At the time of his last illness 
he was engaged in writing another book, to be entitled 
Thirty-five Years of Clinical Cardiology. One of the 
most popular of clubmen, a delightful conversationalist, 
and the centre of a crowd of friends wherever he went, 
Hugh Gunewardene will be much missed. The sym- 
pathy of all who knew him will go out to his widow, 
two sons, and daughter in their loss.—S. de S. 


J. P. writes : It was my privilege to know Dr. Hugh O. 
Gunewardene as a postgraduate in London, and later as 
a physician and radiologist, and as a friend, in Ceylon. 
There he was a pioneer in the establishment of cardiology 
and radiology as medical specialties. It was mainly due to 
his initiative and perseverance that radiology is so well 
developed in that country. The new radiology block of 
the General Hospital, Colombo, was opened in 1951, and it 
is regarded as a monument to his devoted work as director. 
Dr. Gunewardene was an enthusiast, but a level-headed one, 
and over the years he followed the high ideals, personal and 
professional, which possessed him. He never spared him- 
self in anything that concerned his hospital and his patients, 
and he was successful in the best sense of the word. His 
intellectual capacity and wide experience were maiched by 
fine personal qualities, of which the most evident were his 
unselfishness and kindness of heart. Modest in spirit and 
bearing, he carried confidence and help wherever he went. 
He had the greatest pleasure in pursuing his beneficent 
werk, and his family life was another source of happiness 
to him. Dr. Gunewardene will always be remembered with 
respect and affection in Ceylon and among his friends in 
Britain. 

N. M. de S. writes: By the death of Dr. H. O. Gune- 
wardene many people have lost a good doctor Who was a 
brilliant diagnostician, but many more have lost a warm- 
hearted and kindly friend who always.found time to attend 
to their problems when he might have been attending to 
his own. That was the quality of the man, a quality which 
was both his strength and his weakness and which he carried 
with him throughout his career. He was a most able student, 
and if he had been a little less carefree in his ways many of 
the highest prizes would have been well within his grasp: 
but that was not the path he chose for himself. Neverthe- 
less, when he came to England to study medicine he had 
no difficulty in obtaining his degrees and diplomas. 

In 1933, when Mr. D. S. Senanayake and the present 
Governor-General of Ceylon were sharing a flat in Half 
Moon Street, Piccadilly, the occupant of another flat in the 
same building was the late Dr. Alfred Cox, who had just 
retired from the position of Medical Secretary of the British 
Medical Association. Meeting two visitors from Ceylon 
in Mr. Senanayake’s flat one day, Dr. Cox asked if they 
knew Dr. Gunewardene. As there are so many with that 
name in Ceylon he was asked which Dr. Gunewardene he 
meant. “Dr. H. O. Gunewardene,” came the quick reply, 
“who won the Charles Hastings Prize for a very brilliant 
piece of work.” It did not take very long to produce this 
brilliant little man, for he was enjoying a short spell of 
leave in England and at the same time arranging for the 
publication of his now well-known book, High Blood Pres- 
sure and its Common Sequelae. 

As an after-dinner speaker Hugh Gunewardene had few 
equals in his own profession. He was also a writer of con- 
siderable ability, and it must have been one of his regrets 
that the novel on which he had spent some time remained 
unfinished. The very large number who attended the 
funeral service did so to pay a warm tribute of friendship 
and affection to one whose life and time belonged to them 
and whose lives are much the poorer now that he is gone. 











996 Ocr. 23, 1954 


OBITUARY 





Bririsu 
MepicaL JOURNAL 





F. WOOD JONES, M.B., D.Sc., F.R.C.S., F.R.S. 


The obituary of Professor F. Wood Jones was printed in 
the Journal of October 9 (p. 873). We are indebted to 
Sir Henry Basurorp for the following appreciation: 


During the first world war Freddie Jones discovered—it 
was the sort of thing he would discover—that when he 
wanted a couple of hours off from the ward of wounded 
soldiers then under his care he could send them all to sleep 
and wake them up on his return. He never afterwards 
exercised this particular power. It was not, he said, in his 
line of country. But few of his many bands of students 
throughout the world would have been surprised, I think, 
that he possessed such magnetism, or whatever is the right 
word for it. Indeed, it was always apparent in the vivid, 
dark-eyed boy of 19 who so easily dominated the rest of 
us in our little class of elementary biology fifty-six years 
ago at the London Hospital. Later he was to become the 
most widely travelled, perhaps the most original, perhaps 
even the greatest anatomist, zoologist, and anthropologist 
of his time. But the boy in him, eager and gay, never 
died. Thus at the age of 52 he wrote from Melbourne 
on the verge of going to Peking, “ Now what of the pure 
Mongol, maybe the most distinct of racial types? When 
is a pure Chinese embryo definitely Chinese ? So far as I 
know no one has tried his hand at the solution, and yet it 
should not be difficult.” ; 

He never lost, too, his boyish hatred of all who pontifi- 
cated, and was notoriously irreverent to pomposity wherever 
he found or thought he found it. Relatively early he ceased 
to be satisfied with orthodox Darwinism and Weissmannism, 
and he was supremely doubtful of the laborious super- 
structure built upon the gene theory of heredity. Thus, in 
one of the last of his many letters, he wrote, with some- 
thing like glee, “Years ago Hrdlicka went with me to a 
lecture by M , and when we came out afterwards he 
said, ‘I prefer God to genes!’ But you see,” Freddy added, 
“I want some of the clever young men to read what I 
write. And not one of them would touch it if the word 
*God’ (otherwise than as an expletive) were printed any- 
where in it.” He would go out of his way at times to be 
provocative, but was essentially deeply humble, and in almost 
the last of his letters he wrote, “I don’t know—I don’t 
think I know anything, and certainly I don’t know the 
things that years ago I thought I did. I can't even teach the 
development of the clavicle with any conviction, because I 
realize that I haven’t the least idea how it does develop.” 

There was a brief period after all his travels to Cocos- 
Keeling, Egypt, Australia, the Great Barrier Reef, Hono- 
lulu, and Peking, when he came to anchor, during a dreary 
winter, in a small suburban house on the outskirts of 
London. “One day,” he wrote, “the snow will melt, and 
then the green canine teeth of the bulbs will be erupted. 
So long as a man lives he should plant bulbs, for then 
there should always be something beautiful ahead to be 
looked forward to, and he will want to go on being alive.” 
It would be tempting to think that perhaps, somehow and 
somewhere, he is still doing this. 








Dr. Cecit Hewitt ATKINSON died in the private wing 
of Guy’s Hospital on August 31 after a long illness. He 
was 60 years of age. Few medical men have led a more 
active and useful life than Cecil Atkinson, and his death 
will be mourned by his many friends and patients. He 
served his country, his patients, and his profession with 
great skill, loyalty, and devotion. He entered Guy’s Hos- 
pital Medical School from Haileybury College in 1913, and 
when the first world war interrupted his studies he -had 
passed his first M.B. and part of the second M.B. Atkinson 
then joined the Army and was gazetted a second lieutenant 
in the Royal Field Artillery. During the next five years 
he had a distinguished Army career, attaining the rank of 
major and receiving the rare honour of the M.C. with two 
bars. After returning to Guy’s in 1919, he qualified in 


1923 and proceeded to work with great success in founding 
a general practice in Southwark before moving to the West 
End of London. At Guy’s he held the posts of chief 
clinical assistant to medical out-patients, neurological 
registrar, and chief clinical assistant in the department of 
psychological medicine. He was also for a time out-patients 
medical officer and clinical assistant at the National Hospital 
for Diseases of the Heart. In the second world war he again 
joined the Army with the rank of major in the R.A.M.C., 
but was invalided out of the service in 1941, and, after 
practising at Flackwell Heath for a time, he returned to 
London and practised in Green Street, Park Lane, until his 
death. All his patients will remember his great kindness 
and skill, and they and his friends will sympathize with his 
widow, son, and two daughters in their bereavement.— 
A.D. M. 


Dr. H. H. SancurnetmTi, of Kensington, died very suddenly 
on October 12, still working strenuously in practice right 
up to the last. Harold Herbert Sanguinetti was born on 
February 4, 1872, of Quaker stock, and after taking honours 
in natural science at Oxford (Wadham College) went to 
St. Thomas’s Hospital for his clinical studies, graduating 
B.M., B.Ch. in 1898, after having taken the Conjoint 
diplomas in the preceding year. He was house-surgeon at 
his own hospital and assistant to the lecturer on pathology 
there; later he was senior house-surgeon at the North 
Staffordshire Infirmary. In 1902 he became a partner in a 
practice in Minehead, where for a few years he was also 
medical officer of health. From Minehead he moved to 
Kensington in 1908. He had always been attracted to 
pathology, and in London he combined this specialty with 
a large general practice. He became pathologist to the 
National Temperance Hospital and to the Belgrave Hospital 
for Children, serving right up to the age limit in both posts. 
In 1924 he proceeded to the D.M. Two years later he 
was elected chairman of the Kensington Division of the 
British Medical Association, serving two terms in that office 
—his membership of the Association lasted 53 years in 
all. In youth Sanguinetti was a singularly handsome man ; 
as the years silvered his hair he retained his good looks 
with an air of distinction superadded which made him a 
notable figure in any medical gathering. He has passed 
over full of years, a man of integrity and honour who con- 
trived to make fewer enmities in our profession than almost 
anyone of his generation. He married Miss Alice M. Cash, 
who died 19 years ago. There were four daughters of the 
marriage. 





Medico-Legal 


EAR PIERCING 


The question whether jewellers who undertake to pierce 
women’s ears to enable them to wear ear-rings use a 
sufficiently high standard of asepsis in the operation was 
discussed at Lambeth County Court on October 6. Judge 
Wilfrid Clothier, Q.C., was trying the case of a woman who 
claimed damages limited to £70 from a jeweller who had 
pierced her ears. An ear had become septic after the opera- 
tion. 

Dr. A. F. McMillan, of Honor Oak, London, S.E., 
expressed the view that whatever the nature of the operation 
a high standard of asepsis should be necessary. He said 
that the antiseptic solution described as having been used 
by the jeweller would not satisfy him as a sele method of 
sterilizing instruments. . 

Dr. F. E. Pitt-Payne, of Bromley, Kent, who mentioned 
that he undertook ear-piercing himself, said that in his 
opinion the jeweller used a reasonable standard of cleanli- 
ness, “ not operating theatre standard, but reasonably good.” 
He thought the antiseptic would be effective. 

The woman, Mrs. Lily Thwaites, of East Dulwich, said 








she was instructed by the jeweller after the operation to go 
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home and bathe the ears in antiseptic. She was then to 
keep the “sleepers”—functional ear-rings inserted as the 
puncture is made—well greased. They were to be turned 
several times a day. “ During the operation,” she said, “ he 
kept pushing my hair back. His cuff may have touched my 
ear.” Two days after the operation the ears were sore and 
inflamed. Ten days after the operation pus started to come, 
and she saw her doctor. 

The jeweller, Ian Urquhart, who trades as Ian Hart in 
Lordship Lane, East Dulwich, said he had pierced ears for 
200 customers before Mrs. Thwaites and had had no com- 
plaint. He used the most modern instrument he knew. He 
said: “I put a kettle on to boil. Then I placed the needles 
and sleepers in a bowl and poured on the boiling water. I 
then poured in some antiseptic.” He mentioned a well- 
known proprietary brand. “I always wash my hands at 
some stage before the operation,” he said. He carried the 
instrument and needles in a clean towel into his shop. He 
bathed the lobes with the antiseptic solution, and dried 
them with clean cotton-wool. Ethyl chloride was used as 
an anaesthetic by spraying it behind and in front of each 
lobe. The instrument has a hollow needle which is inserted 
in the lobe and which leaves the “sleeper” there. 

Judge Clothier said: “If a member of the public chooses 
to go to a jeweller for a matter of surgery instead of to a 
surgeon, who no doubt charges more, she must be prepared 
to accept a certain amount of risk. But very rarely indeed 
does one of these operations go wrong. The plaintiff says 
the jeweller neglected to take the precautions she thinks he 
should have done. But the standard of care required by 
the law of a jeweller cannot be the same as that expected 
of a qualified surgeon.” He gave judgment for the jeweller 
with costs. 





Vital Statistics 








Offences of Drunkenness 


In England and Wales in 1953 the incidence of pnnen of 
drunkenness declined slightly from the 1952 figure: it was 
15.65 offences per 10,000 of population aged 15 and over 
as compared with 15.78 the previous vear.’ The 1952 figure 
was a peak to which the rates have been rising since the 
end of the war. The rate for 1938 was 16.84; it fell notably 
during the war, presumably, in part, because ‘the police had 
more pressing claims on their attention. The 1953 rate may 
be merely a chance variation and cannot alone signify a 
turn downwards of the trend. The total of drunkenness 
offences was 53,574 (men 48.539, women 5,035); of these, 
461 cases concerned methylated spirits. 

The highest local rates are in the industrial cities of the 
north and midlands. Apart from London City, which 
heads the list with a rate artificially magnified by a large 
temporary population being related to a small permanent 
one, Middlesbrough heads the list with 70 convictions 
per 10,000 of population aged 15 and over. Newcastle- 
upon-T\ ne follows with a rate of 67 and Liverpool with 63. 
At the bottom of the list are Cambridge and Bristol with 
3.8 and 28 respectively. The county districts all have 
notably lower rates than the cities and boroughs. Durham 
heads the list with a rate of 19, followed by Northumber- 
land ard Pembrokeshire. Cambridgeshire has the distinction 
of being bottom of the list with no offences. 

Cases in which the person was said to have been drinking 
methviated spirits are rather oddly distributed. Bourne- 
mouth had. 19 out of a total of 72 drunkenness cases, whereas 
Liverpool had 19 out of 3,720. The Metropolitan Police 
District of London had 8 out of 14842, while Leicestershire 
and Rutland had 8 out of 65. Derbyshire had 10 out of 
205 and Derby Borough 16 out of 287. The city with the 
highest number of these offences was Huddersfield, with 40 
out of a total of 1,142 drunkenness offences. 








‘Offences vf Drunkenness, 1953. Home Office, 1954. H.M.S.O., 
6d. 


Years of Life Lost 


The Registrar-General introduces into the latest quarterly 
return’ for the first time a table showing for England and 
Wales the years of life lost per 10,000 of the population 
owing to death from a number of specified causes, The 
value of this procedure as a means of comparing the loss 
of life due to various causes has been discussed by Martin’ 
and most recently by Blyth Brooke*® and Logan.‘ The table 
below is extracted from the table published in the quarterly 
return, 








Years of Life Lost per 
Mean 10,000 Population — 
Cause of Death Ageat ————_- 
Death Ages Total to. to 
15-64 Age 85 
Tuberculosis of respiratory system M 54-3 29 73 
F 45-9 20 39 
Cancer (all sites) . . M 64-7 112 415 
F 65-2 97 330 
Cancer of lung, bronchus M 61-6 35 131 
a » breast ‘s F 62-9 22 72 
Vascular lesions of C.N.S. M 72-0 29 182 
: F 73-7 30 187 
Coronary disease M 67-4 65 305 
F 72-6 16 109 
Other cardiac diseases M 73-9 39 249 
: : F 76-2 38 247 
Bronchitis and pneumonia M 64:8 93 293 
F 68-6 54 157 
Ulcer of stomach and duodenum M 64:8 9 34 
F 70-2 2 8 
Accidents M 44-6 90 170 
F 62-2 26 59 
All causes M 64-7 806 2,491 
F 68-9 538 1,717 














Graphs of Infectious Diseases 


The graphs below show the uncorrected numbers of cases 
of certain diseases notified weekly in England and Wales: 
Highest and lowest figures reported:in each week during the 
nine years 1945-53 are shown thus -- -- --- , the figures for 
1954 thus —————. Except for the curves showing notifica- 
tions in 1954, the graphs were prepared at the Department 
of Medical Statistics and Epidemiology, London School of 
Hygiene and Tropical Medicine. 
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Infectious Diseases 


The chief variations in the trends of infectious diseases in 
England and Wales during the week ending October 2 were 
increases of 418 for measles, from 1,415 to 1,833, 61 for 
dysentery, from 308 to 369, and 73 for acute pneumonia, 
from 251 to 324, and a decrease of 102 for whooping-cough, 
from 1,566 to 1,464. 

The largest rises in the number of notifications of measles 
were 160 in Lancashire, from 572 to 732, 45 in London, 
from 80 to 125, and 45 in Yorkshire West Riding, from 90 
to 135. Only small variations were reported in the returns 
for scarlet fever; 546 cases were notified, being 20 more 
than in the preceding week. No notable fluctuations were 
recorded in the trends of whooping-cough. 11 cases of diph- 
theria were notified, 3 more than in the preceding week. 
The only areas with 2 cases of diphtheria were Devonshire, 
Plymouth C.B., and Surrey, Epsom and Ewell M.B. 4 of 
the 6 cases of typhoid fever were notified in Durham. 

The incidence of acute poliomyelitis has been slightly 
higher this summer than in 1948, but with this exception 
the number of notifications has been the lowest since the 
disease appeared in epidemic form in 1947. 70 cases were 
notified during the week, and these were 3 fewer for para- 
lytic and 11 fewer for non-paralytic cases than in the pre- 
ceding week. The largest returns were Durham 13 
(Sunderland C.B. 5, South Shields C.B. 2, Lanchester R.D. 
2), Yorkshire West Riding 8 (Leeds C.B. 2), Essex 6 
(Brightlingsea U.D. 5), Lancashire 5 (Middleton M.B. 2), 
Gloucestershire 4 (Cheltenham M.B. 3), Leicestershire 4 
(Leicester C.B. 3), and’ London 4. 

The chief centres of dysentery were Yorkshire West 
Riding 71 (Leeds C.B. 27, Bradford C.B. 14), Lancashire 
57 (Liverpool C.B. 18, Manchester C.B. 17), London 43 
(Islington 15), and Surrey 33 (Barnes M.B. 25). 
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Week Ending October 9 


The notifications of infectious diseases in England and 
Wales during the week included: scarlet fever 681, 
whooping-cough 1,276, diphtheria 15, measles 2,358, acute 
pneumonia 355, acute poliomyelitis 72, dysentery 438, para- 
typhoid fever 7, and typhoid fever 7. 


INFECTIOUS DISEASES AND VITAL STATISTICS 


Summary for British Isles for week ending October 2 
(No. 39) and corresponding week 1953. 


Figures of cases are for the countries shown and London administrative 
county. Figures of deaths and births are for the 160 great towns in 
England and Wales (London included), London administrative county, the 
17 principal towns in Scotland, the 10 principal towns in Northern Ireland, 
and the 14 principal towns in Eire. 

A blank space denotes disease not notifiable or no return available. 

The table is based on information supplied by the Registrars-General of 
England and Wales, Scotland, N. Ireland, and Eire, the Ministry of Health 
and Local Government of N. Ireland, and the Department of Health of Eire. 




































































































































































CASES Od 1954 1953 
in Countries Zy gle £ 2 : 3 gle 2 2 
and London I) * oO he 
&3/Si3lz2\a]as|/S/8lz2\a 
Diphtheria .. 1} OF 8 oO 19) 1 5 O 
Dysentery .. 369} 43) 172} 4) S| 204) 24) 126 1 5 
Encephalitis, acute 3 ee 1 4 0 Oo O 
Enteric fever: 
Typhoid . a 65 OF O 1 1 1 Oo 60 
Paratyphoid Ee 7; O2(B)) = O1CB) 11 oj1(B)) =: 0/2) 
Food-poisoning .. | 258) 25 1 244) 35 
Infective enteritis or 
diarrhoea under 
2 years .. 18) 16 17| 46 
Measles* .. 1,833) 125|°246| 24) 144] 603) 19) 35; 18) 21 
or “neces infec- ‘ 
tion . 23 0} 12 2 1 25 0} 18 1 
Ophthalmia neona- 
torum .. 27 0 4 0 41 3 4 
Pneumoniat 324, 17) 111 2 1 169} 7) 145 5 
. — —~- acute: aa , on ‘ 
aralytic és 
Non-paralytic . 24 3 }is I 3 81 6 }20 7 9 
Puerperal fever§ .. 247; SO} 10); 2 223; 37) 15 1 
Scarlet fever wi 546; 35] 119) 26; 17] S05) 28) 132' 24 33 
Tuberculosis : 
Respiratory Se 680) 112) 107) 10 111} 28 
Non-respiratory 95 4 29 2 20 1 
Whooping-cough .. | 1,464| 66] 114] 8] 41] 3,708) 280| 344) 31| 30 
— 1954 1953 
DEA —7"Z —— — 
& : Zs : ) 
in Great Towns ae Zi¢d s 2 af z Z/4| 2 
oz |Sis|zlalaz|3 3 zia 
Diphtheria . . i oo oo OF OF AO te 0 
Dysentery .. , 1 0 0 
Encephalitis, acute 0 0 0 0 
Enteric fever oe oF OF DO 0.°lCU8 
Infective enteritis or 
diarrhoea under 
2 years .. 4 oO 1 11 0 3 2 2 
Influenza... a a a | 0 
Measles 0 0.6 OC” 0 
Meningococcal infec- r= 
tion ; 1 1 0 
Pneumonia ‘ 152} 23) 15 6 2 105 6 19) 8 3 
Poliomyelitis, acute 2 0 0 4 0 
Scarlet fever Oo 68 6 (CO 0 0 0 0 
ba ne at d ‘ , P p ; 
espiratory ; 1 1 15 
Non-respiratory. . } 70\{ 3} 1 a } 78 { 1 a & 3 
Whooping-cough 4 0 o.6U«is:Cé« 9 1 o|..C«8 
Deaths 0-1 year . 183} 23) 21 7| 17%] #214) 23) 20) 14 15 
‘Deaths (excluding 
stillbirths) 4,657) 630) 568) 114) 152] 4,128) 524) 519) 128) 147 
LIVE BIRTHS 7,608|1103| 853} 218] 478] 7,360/1047| 787) 205] 366 
STILLBIRTHS 178} 23] 19 ~~ 154) 20) 20 
































* Measles not notifiable in Scotland, whence returns are approximate. 
t Includes primary and influenzal pneumonia. 
§ Includes puerperal pyrexia. 
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Medical News 


Harveian Commemoration.—At the Royal College of 
Physicians on October 18 Sir CHARLES SYMONDs delivered 
the Harveian Oration on “ The Circle of Willis.” After the 
Oration Sir RUSSELL BRaIN, P.R.C.P., presented the Moxon 
Medal to Dr. G. L. GAMBLE, of the Children’s Hospital, 
Harvard, for his classical researches on the extracellular 
fluid, and the Weber-Parkes Prize to Mr. H. MorRISTON 
Davies for his pioneer work in chest surgery. In the evening 
the Harveian dinner was held at the College, with the 
President in the chair. 


Freedom of the Press.—The first annual report of the 
Press Council, The Press and the People, deserves to be 
studied as carefully by the mewspaper reader as by the 
practising editor and journalist. “The rights of the indi- 
vidual to express himself,” declares the report, “are pre- 
cisely those of his newspaper. If those of the newspaper 
are whittled away those of the individual as surely diminish.” 
The report discusses three major ethical’ questions: the 
alleged invasion of private life by reporters and the disclo- 
sure of secrets which officials and others wish to remain as 
such; the reporting of crime; and the treatment of sex. 
The Council recognizes that the pestering of individuals by 
reporters is becoming an acute problem, although the indi- 
vidual who pesters newspapers for publicity is not unknown. 
The Council thinks the conscience of the profession should 
insist on the search for a remedy. So far as official business 
is concerned, the report says: “If hushing up a matter is 
against the public interest the duty of the Press is clear: 
it must tell the public what is happening.” Then follow 
a chapter on circulation and advertising trends and changes 
of newspaper ownership during the last year, and another 
describing how the Council has dealt with complaints. This 
section is particularly interesting. There is also a short 
paragraph on the way in which the Press has handled 
reports on cancer. The Press Council thinks that British 
newspapers deserve credit for the publicity given to reports 
associating smoking with lung cancer. The report (price 1s.) 
may be obtained from the General Council] of the Press, 
1; Bell Yard, Fleet Street, London, W.C.2. 


International Federation of Medical Student Associations. 








—tThe third general assembly of this student organization . 


was held in Rome (October 1-5) under the presidency of 
Mr. ERWIN ODENBACH, cf Western Germany. Delegates 
came from Belgium, Denmark, Egypt, Finland, France, 
Great Britain, Holland, Italy, Malta, Norway, Sweden, 
Switzerland, Turkey, West Berlin, Western Germany, and 
Yugoslavia. The Federation is strictly non-political 
(Journal, July 24, p. 238). One of its major anxieties has 
been the re-entry of the politically active International 
Union of Students into the medical student field. The Inter- 
national Union has large financial resources and a head- 
quarters in Prague. A British resolution passed at the 
assembly in Rome refused further contact with the Inter- 
national Union of Students, “whilst welcoming contact 
with medical students of any country who desired to 
co-operate on the basis of the Federation’s constitution— 
that is, in an atmosphere free of all forms of politics.” 
During the assembly the Federation entertained at a recep- 
tion representatives of the World Medical Association and 
officers of the Italian Medical Association. Great Britain 
was elected chairman nation for 1954—S. 


Medical Women’s International Association.—A_ success- 
ful meeting was held at Gardone, Italy, in September, under 
the presidency first of Dr. Apa Curee Rem (U.S.A.) and 
later of Dr. JOLANDA Tosoni-Da al (Italy). Over 300 women 
doctors, from 23 countries, attended. Three of the five 
scientific sessions were devoted to a discussion of the medi- 
cal and psychological aspects of the menopause. From 
Britain Dr. JoAN MALLESON sent a paper on “Changes of 
Character at the Menopause,” and Dr. DororaHy LANCASTER 


spoke on “Some Dermatoses of the Menopause.” The 
other two sessions consisted of scientific papers by distin- 
guished Italian doctors and a discussion on the problems 
of very early marriage. A most notable entertainment was 
an open-air concert by the orchestra and singers of La Scala, 
Milan. 


Postgraduate Travelling Fellowships.—The British Post- 
graduate Medical Federation (University of London) is offer- 
ing a limited number of postgraduate travelling fellowships 
to registered medical and dental practitioners who are in 
the course of training as specialists at London medical or 
dental schools, teaching hospitals, or postgraduate institutes. 
Details are given in our advertisement columns (p. 41). 


Royal College of Surgeons.—At the Council meeting on 
October 14 Sir WiLFRED FisH was appointed honorary 
director of the Department of Dental Science. The -Hallett 
Prize was presented to Dr. G. S. M. Botua (Capetown) and 
Dr. J. D. N. YELLAND (Queensland), and the Handcock 
Prize was presented to Mr. M. J. A. Britten (Liverpool). 
Mr. L. J. F. YOuLTEN, Guy’s Hospital, was admitted as a 
Macloghlin Scholar. Sir Harry Pratt, P.R.C.S., presided. 


Welsh National School of Méedicine—The opening 
sessional address was delivered by Dr. C. F. Harris, Dean 
of the Faculty of Medicine, London University, on October 
7 at Cardiff. He spoke on the dangers of a purely techno-. 
logical education for medicine. Professor R. M. F. PIcKEN, 
Provost of the Welsh National School of Medicine, presided. 
The following appointments of senior lecturers have been 
announced by the School Council: in medicine, Dr. Pau 
FOURMAN ; in obstetrics and gynaecology, Mr. H. J. FisHEr ; 
in forensic medicine, Dr. W. R. L. JAMEs. 


British Schools Exploring Society.—Applications are 
invited for the posts of an hon. physician and an hon. 
surgeon for the 1955 expedition to Newfoundland, Green- 
land, or Iceland. The expedition will leave about July 28 
and return in the middle of September. The cost to each 
member will be in the neighbourhood of £200. Applicants 
should apply as soon as possible to the secretary, British 
Schools Exploring Society, c/o Royal Empire Society, 
Northumberland Avenue, London, W.C.2. 


Sir Lionel Whitby has been appointed a deputy vice- 
chancellor of Cambridge University for the year 1954-5. 
He was vice-chancellor for the two-year period 1951-3. 


Dr. P. T. O'Farrell, president of the B.M.A. in the year 
1952-3, has been elected president of the Royal Academy 
of Medicine in Ireland. 


News in Brief.—A hundred years ago this week, on Octo- 
ber 21, 1854, Florence Nightingale left England for Scutari 
accompanied by 37 nurses. She reached Scutari on Novem- 
ber 4 in time to receive the wounded from Balaklava, and 
did not leave again until July, 1856. 

From the first of this month it became an offence for 
any domestic gas or electric fire or oil heater to be sold 
or hired without a proper guard. Dr. LEONARD COLEBROOK, 
F.R.S., formerly director of the Medical Research Council’s 
Burns Unit, played a leading part in securing this legisla- 
tion. 

The Moseley Road School at Birmingham for partially 
sighted children has been renamed the George Auden School 
in honour of Dr. G. A. AupeN. Dr. Auden was the city’s 
school medical officer from 1908 to 1937. He is also the 
father of the poet, W. H. Auden. 

Dr. EptrH SUMMERSKILL, M.P., was elected chairman of 
the Labour Party at the annual conference in Scarborough 
last month. 

The Ducuess oF GLOUCESTER opened the new surgical 
unit and completed west wing of Longmore Hospital, Edin- 
burgh, on October 1. The MARCHIONESS OF READING 
recently opened a new wing of 60 beds for patients with 
pulmonary tuberculosis at Colindale Hospital, Hendon. 

In congregation at Oxford on October 12 degrees were 
conferred by decree on Professor P. R. ALLISON (M.A., 
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D.M.), Professor T. Pomrret KILNER (D.M.), and Professor 
H. A. Kress, F.R.S. (M.A.). 

Professor D. R. Dow has been appointed head of Queen’s 
College, Dundee, by the Court of the University of St. 
Andrews. 


COMING EVENTS 


War Memorial.—The ArcHBISHOP OF CANTERBURY will 
dedicate the War Memorial at B.M.A. House on Novem- 
ber 2 at 3 p.m. For details see our October 9 issue (p. 882). 
Academic robes for those in the courtyard may be hired 
from Messrs. Ede and Ravenscroft, 93 and 94, Chancery 
Lane, London, W.C.2. There is also some space available 
at windows overlooking the courtyard, where academic robes 
need not be worn. Tickets for both sites may be obtained 
from the Secretary of the Association. 


Association of Industrial Medical Officers.—The 73rd 
annual meeting at the London School of Hygiene and 
Tropical Medicine on October 29 and at Guy’s Hospital on 
October 30. Programme includes symposia on pulmonary 
tuberculosis and “the workman after his operation,” and 
the annual dinner at the Hotel Russell on October 29. 
Details from Dr. J. A. A. MEKELBURG, Peek Frean & Co., 
Ltd., Keetons Road, Bermondsey, London, S.E.16. 


Tenth International Congress of Urology.—In Athens, 
March 10-18, 1955. There are a limited number of vacan- 
cies for membership of the British Section. Those wishing 
to have their names considered should communicate with 
Mr. A. CLIFFoRD Morson, 66, Northway, Hampstead Gar- 
den Suburb, London, N.W.11, before October 31. 


“The Healthy Child.”—Conference in paediatric depart- 
ment, Whittington Hospital, London, on October 30, 2.30- 
6 p.m., under chairmanship of Professor R. S. ILLINGWORTH. 
Open to general practitioners, doctors in the Public Health 
Service, and paediatricians. 


Institute of Dermatology, London.—Exhibition on the 
pathology of molluscum sebaceum, November 1-22. 


Frederic Hewitt Lecture.—Dr. H. J. V. Morton will 
lecture on * Education and Recreation in Routine Work ” 
at the Royal College of Surgeons, Lincoln's Inn Fields, on 
November 4 at 4.30 p.m. 


Stephen Paget Memorial Lecture.—Sir GEOFFREY JEFFER- 
SON, F.R.S., will deliver the 23rd annual lecture before the 
Research Defence Society on November 4 at 5.30 p.m. in 
the Physiology Lecture Theatre, University College, London. 
His subject will be “Man as an Experimental Animal.” 
Meeting open to non-members of the society. 


College of General Practitioners——The president, Dr. 
W. N. Pickies, will deliver the first James Mackenzie 
Lecture on November 20 at 11.30 a.m. in the Great Hall, 
B.M.A. House, Tavistock Square, W.C.1. His subject is 
“Epidemiology in Country Practice.” Visitors welcome. 
The second annual general meeting will follow at 2 p.m. 


SOCIETIES AND LECTURES 


A fee is charged or a ticket is required for attending lectures marked @. 
Application should be made first to the institution concerned. 


Monday, October 25 
@instiruTe oF Nevuro.ocy.—5.30 p.m., Dr. S. P. Meadows: Optic 
Atrophy. 

MepicaL Soctety oF LONDON.—8.30 p.m., discussion to be introduced by 
Professor F. C. Ormerod and Dr. C. Worster-Drought: Hoarseness. 
PosTGRADUATE MepicaL ScHoot or Lonpon.—4 p.m., Dr. Desmond 

Curran: Delirium and Allied States. 


Tuesday, October 26 

British PosTGRaADUATE MEDICAL FEDERATION.—At London School of Hygiene 
and Tropical Medicine, 5.30 p.m., Professor J. D. Boyd: Importance of 
Detail in the Clinical Anatomy of the Autonomic Nervous System. 

InstITUTE OF ._DermMaTOLOGy.—5.30 p.m., Professor C. A. Keele: Hyper- 
hidrosis. 

ROYAL ones OF PHYSICIANS OF LONDON.—S5 p.m., Langdon- Brown Lec- 
ture by Dr. E. F. Scowen: Some Endocrine Factors in Breast Cancer. 
ao COLLEGE OF SURGEONS OF ENGLAND.—3.45 p.m., Arnott Demonstra- 

tion by Professor Gilbert Causey: Mechanics of Respiration, 
St. Mary’s Hosptra. Mepicat Scuoo.t—5 p.m., Dr. R. C. Cohen: 
Tuberculosis in Pregnancy. 
West Enp Hosptrat ror NEUROLOGY AND NEeEuROSURGERY.—5.30 p.m., 
demonstration by Dr. C. Worster-Drought: Disseminated Sclerosis. 


Wednesday, October 27 

INSTITUTE OF DERMATOLOGY.—5.30 p.m., Dr. R. W. Riddell: Relation of 
Fungous Infection to Dynamics of Hair and Nail Growth. 

@INsTITUTE OF OBSTETRICS AND GyYNAECOLOGY.—At Hammersmith Hospital, 
3 p.m., Mr. N. F. Morris: Management of Hypertension. 

— or Uro._ocy.—4.30 for 5 p.m., Mr. J. D. Fergusson: Prostatic 

neer. 

POSTGRADUATE Mepicat SCHOOL OF LONDON.—2 p.m., Professor N. F. 
Maclagan: Investigation of Thyroid Function. 

RENAL ASSOCIATION.—At 41, Portland Place, London, W., 4.30 p.m., Dr. 
R. A. Dale: Adrenocortical Control of Sodium and Potassium Metabo- 
lism; Dr. V. Eisen: Stimulation of Renal Potassium Excretion in the 
Adrenalectomized Rat. 

Royat COLLEGE OF SURGEONS OF ENGLAND.—S p.m., Urology Lecture by Mr. 
E. W. Riches: Present Status of Renal Angiography. 

Roya INsTITUre OF PUBLIC HEALTH AND HyGIENE.—3.30 p.m., Dr. J. H. 
Sheldon: Old Age Aspects of Social Medicine. 

Sr. Mary’s Hospirat MEDICAL SCHOOL.—S5S p.m., lecture-démonstration 
in psychiatry by Dr. D. Stafford-Clark. 


Thursday, October 28 

BRITISH POSTGRADUATE MEDICAL FEDERATION.—At London School of Hygiene 
and Tropical Medicine, 5.30 p.m., Professor D. Whitteridge: Effects of 
Visceral Distension. 

INSTITUTE OF DermaToOLoGy.—5.30 p.m., Dr. H. Haber: Histopathology 
and Eczema, Psoriasis, and Lichenoid Eruptions 

LiverPoo. Mepicat INsTITUTION.—8 p.m., Dr. Macdonald Critchley: 
Crimes of Dr. Marcel Pétiot. 

Lonpon Jewish HospitaL MepicaL Socrtety.—8.30 p.m., clinical meeting. 

Lonpon Unrtversity.—At St. Mary’s Hospital Medical School (Wright- 
Fleming Institute Lecture Theatre). 5 p.m., university lecture in pathology 
by Professor Maurice Welsch (Liége) : Research on Bacterial Resistance 
to Streptomycin 

Mipp.iesFx County Mepicat Society.—At Central Middlesex Hospital, 
Park Royal, N.W., 3 p.m., meeting. 

RovaL AFRICAN Society.—1.15 p.m., joint meeting with Royal Empire 
Society. Dr. Honor Smith: Medicine in Africa as 1 Have Seen It. 

Roya Army Mepicat CoLtece.—S p.m., Professor G. Macdonald: New 
Approach to the Epidemiology of Malaria (lantern slides). 

RoyAL COLLEGE OF SURGEONS OF ENGLAND.—S5 p.m., Thomas Vicary Lecture 
by Sir Gordon Gordon-Taylor : ay Life and Times of Sir Charles Bell. 

Roya Eve HosprtTaL.—5.30 p.m., Dr. T. H. Whittington: The ** Refraction 
Case."" Six Factors Producing ‘Good Sigtt. The Reduced Eye. 

St. ANDREWs UNIveRsITy.—At Physiology Department. Medical School, 
Small’s Wynd. Dundee, 5 p.ni., Sir Charles Harington, F.R.S.: Bio- 
chemistry and Physiology of the Thyroid Gland. 

St. Georce’s Hospttat Mepicat ScHoot.—S p.m., Dr. M. A. Partridge, 
psychiatry demonstration. 

Surrey INTER-HOSsPITAL PsycHtatTRic AssoctaTion.—At Horton Hospital, 
Epsom, 8 p.m., clinical meeting. D. F. O'Neill: Diagnosis and 
Treatment of Tension Pain. 

University Co.iece, Lonpon.—At Anatomy Theatre, 1.15 p.m., De. 
Hannah Steinberg: Drugs and Psychological Tests. 


Friday, October 29 

@BixmMincHaM Mepicat INSTITUTE: SECTION OF PsYCHIATRY.—At Midland 
Hotel, New Street, Birmingham, 7.30 for 8 p.m., third annual dinner. 

CamMBrRIDGE Mepicat Socrety.—At Addenbrooke's Hospital 3 p.m.. clinical 
meeting. Dr. H. R. Youngman: Accidental Intra-arterial Injections of 
Pentothal 

@INsTITUTE OF DERMATOLOGY.—5.30 p.m., clinical demonstration by Dr. 
G. C. Wells: Superficial Fungous Infections. 

— OF DISEASES OF THE CHEST.—S p.m., clinical demonstration ‘by 

C. Oswald. 

pameienie OF NEUROLOGY.—5 p.m., Dr. W. Feldberg: Intraventricular In- 
jections ; an attempt to study the Pharmacology of the Periventricular 
Grey Matter. 

@!NstiTuTe oF OpsTeTRICs AND GyYNaECOLOGY.—At Chelsea Hospital for 
Women, 4.30 p.m., Mr. J. W. A. Hunter: The Manchester Operation. 

Lrpraky ASSOCIATION (MEDICAL SECTION).—At Chaucer House, Malet Place, 
London, W.C, 7 p.m., Dr. A. H. T. Robb-Smith: History of Nosology. 

MEDICAL SOCIETY FOR THE STUDY OF VENERFAL DiSEASes.—7.30 p.m., Dr. 
Earle Moore (Baltimore, U.S.A.): Aetiologic Background of Biologic 
False Positive Tests for Syphilis. 

PosTGRADUATE Mepicat ScHoot oF LonpoN.—(1) 2 p.m., Mr. G. Qvist: 
Surgery of Tuberculosis. (2) 4 p.m., Professor I. G. W. Hill: 

@Royat Facurty OF PuysIcIANS AND SURGEONS OF GLASGOW.—S5S p.m., 
Mr. William Reid: Peripheral Vascular Disease. 


Saturday, October 30 

@'NsTITUTE OF OBSTETRICS AND GyYNAECOLOGY.—At Queen Charlotte’s 
Maternity Hospital, 11.15 a.m., Mr. H. J. Malkin: Spinal Analgesia in 
Obstetric Practice. 

West MIDLAND PHYSICIANS AssociaTION.—At Selly Oak Hospital, Birming- 
ham, 11 a.m., autumn meeting. 





BIRTHS, MARRIAGES, AND DEATHS 


BIRTHS 


Higeie.—On October 9, 1954, at Birmingham Maternity Hospital, to 
Dr. Jean (formerly Lowick), wife of Dr. C. B. Higgie, Crescent Cham- 
bers. 9, Walsall Road. Darlington, Staffs, a_son. 

Laurance.—On October 10, 1954, at Bristol Maternity Hospital, to Audrey 
(formerly Kidner), wife of Dr. B. M. Laurance, a daughter. 


DEATHS 


Bartiett.—On October 2, 1954, at 169, Norwich Road, Ipswich, Suffolk, 
Ernest John Reeve Bartlett, M.R.C.S., L.R.C.P., aged 79. 

Bell.—On October 2, 1954, at Redstones, .- “a Appleby, Westmorland, 
William Bell, M.D., F.R.C.P.Ed., aged 77. 

Craig.—On September’ 28,- 1954, at his home, 35, Highficld Road, Hale, 
Cheshire, John Craig, M.B.E.. M.B., Ch.B., formerly of Beech Mount, 
Clayton, Manchester. 

Crapper.—On October 4, 1954, Harold Sugden Crapper, M.B.E., M.R.C.S., 
L.R.C.P., L.D.S., of ‘Whinside, tone, Dorset 

Fraser.—On October 3, 1954, David Harley Fraser, MRCS. L.R.C.P., 
of 58, Broad Street, Pendleton, Manchester, aged 82 
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Any Questions ? 








Correspondents should give their names and addresses (not 
for publication) and include all relevant details in their 
questions, which should be typed. We publish here a seleg- 
tion of those questions and answers which seem to be of 
general interest. 
“ Winding ” 

Q.—What happens when a footballer is 

What is the best treatment ? 


A,.—The phenomenon of “ winding” at football can be 
caused by two types of injury. Firstly, a blow in the solar 
plexus, such as is experienced by a boxer, which causes a 
knock-out. Secondly, a blow in the upper abdomen that 
causes spasm of the diaphragm. 

In the first case the individual sags at the knees, goes limp, 
and experiences a fall of blood pressure, the effect probably 
being produced by direct stimulation of the coeliac mesen- 
teric ganglia, thus causing temporary paralysis of the sym- 
pathetic system. Alternatively, a momentary compression 
of the aorta due to variation in the intra-abdominal 
pressure might cause interference with the blood supply to 
the ganglia. The sudden release of acetylcholine is prob- 
ably a factor in the production of the syndrome. The second 
and commoner type, in which painful spasm of the dia- 
phragm occurs, causes acute dyspnoea, with convulsive 


“ winded ”’? 


efforts of the intercostal muscles, gasping respiration, and - 


onset of partial asphyxia. 

In most instances the patient will be lying on his back 
on the ground, and no attempt to raise him should be made. 
In the first type the feet should be elevated, and can be 
raised and supported on the attendant’s shoulder, to en- 
courage the peripheral blood back into circulation, and 
gentle circular massage of the abdominal wall can be 
given. Theoretically an injection of atropine would be 
helpful, but is rarely available. In the second type of case 
artificial respiration is required, and a modification of the 
Schaefer and Silvester methods is often most easily applied. 
With the operator standing astride the patient, who will 
be lying on his back, the hands are placed round the trunk 
underneath the lower ribs, and by a lifting movement the 
lower ribs are compressed and then allowed to relax about 
12 to 15 times a minute. This usually helps the diaphragm 
to relax fairly quickly and normal breathing is established 
quite soon. Once the patient makes voluntary attempts 
at breathing, the pressure of the ribs should be timed to 
coincide with the patient’s expiration. As these patients are 
rarely unconscious there is little risk of the tongue falling 
back into the throat or of impaction of dentures, but it is 
important to make sure that the airway is perfectly clear 
»efore beginning artificial respiration. 


Infectivity of Virus Pneumonias 


Q.—How infectious is virus pneumonia and for how 
long? On the tenth day of attending a patient with virus 
pneumonia I myself went down with it. Is isolation of 
patients recommended ? 


A.—Pneumonia can be produced by several different virus 
agents, including psittacosis and related viruses. the influenza 
viruses and other agents not yet cultivated in the laboratory, 
as well as bv Q fever rickettsiae. It seems probable that the 
infectivity of these several virus diseases varies, and nothing 
is known for certain concerning the duration of infectivity 
of cases due to undefined viruses (primary atypical pneu- 
monia). The incubation period in family outbreaks of the 
latter form of virus pneumonia is reported to range from five 
to nineteen days, with a mean of 12.7 days. The incubation 
period of psittacosis is about 10 days, of influenza from two 
to four days, and of Q fever about 19 days. 

Isolation of patients is recommended in cases of psitta- 


cosis and seems advisable in cases of unknown actiology, 


particularly if the illness is of a serious nature. 
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Castration of a Male Homosexual 


Q.—1/ was asked by a doctor to castrate a man of 52 with 
a grown-up family who is homosexual. The doctor is of the 
opinion that orchidectomy will cure his homosexual ten- 
dencies. 1 have no information about this matter and it 
seems that the patient himself is anxious to be cured and 
would submit to orchidectomy, but I am most anxious to 
obtain an authoritative opinion on whether this operation 
would, in fact, be likely to achieve the result desired. 


A.—Castration other than for therapeutic purposes is an 
illegal operation. I carried it out 20 years ago on a homo- 
sexual of a very low type, liable to imprisonment, at the 
instigation of a well-known psychologist and of the patient’s 
practitioner, with satisfactory results.. In other words, the 
patient was able afterwards to control his homosexual urge. 
But such an operation is no longer necessary. The patient 
should be put on stilboestrol or some equivalent hormone. 
This will suppress his sexual desire and, if continued long 
enough, will bring about physiological castration. 


E.C.T. in Epilepsy 


Q.—Is there any indication for electric convulsion therapy 
in epilepsy ? 

A.—Electric convulsion therapy is useful in a certain pro- 
portion of epileptics for special purposes. Some, usually 
long-standing, epileptics are liable to states of clouded con- 
sciousness, twilight states, or fairly prolonged moods—for 
example, of depression, bewilderment, or irritability. If the 
electroencephalogram is examined while the patient is in 
such a state, there is nearly always a marked increase in 
the degree of abnormality of the electrical rhythms above 
that shown at other times. As a general rule the patient 
recovers from such a state after a few hours, but rarely it 
may last for days or even weeks. If this occurs, it is worth 
trying to bring the state to an abrupt end by giving a single 
application of E.C.T. 

Another type of case in which E.C.T. may be useful is 
when spontaneous fits are fairly infrequent—for example, 
one a fortnight or less—and can either be predicted because 
of their regular recurrence or can be seen to be on the way 
because of warning changes—for example, in the mood— 
for a day or so beforehand. An electrically induced con- 
vulsion can then be substituted for the expected spontaneous 
one, with the advantages of occurring in protected circum- 
stances without risk to the patient, and, in some cases, also 
of cutting short pre- or post-ictal mental abnormality. 


External Piles 


Q.—/a) Is there any distinction between a_ perianal 
haematoma and a thrombosed external pile? In a recent 


. case opinions differed on whether a thrombosed pile was 


external or internal. How can the two conditions be dis- 
tinguished in a doubtful case? (b) What is the best treat- 
ment for a thrombosed external pile, with special regard 
to the relief of pain and allowing the patient to be com- 
fortably ambulant? Is conservative treatment with a long- 
acting local analgesic a good thing ? 

A.—(a) The terms perianal haematoma and external pile 
are usually regarded as synonymous. The common perianal 
haematoma is situated subcutaneously, usually in a lateral 
position, and is covered by skin. On-everting the anal 
margin it can be seen that this haematoma does not extend 
up to the rectal mucosa, whereas thrombosed internal piles 
are covered by rectal mucosa. Occasionally a patient has 
thrombosis of both internal and external piles, but this is not 
common, and differentiation of the two types should present 
no difficulty. Sometimes the venous plexus deep to the 
corrugator cutis ani is thrombosed and a number of small 
clots are present in these vessels. 

(b) The true perianal haematoma, if painful and of recent 
occurrence, is best treated by evacuating the clot under local 
analgesia. The patient lies on the affected side: after 
cleansing the anus, a little 1% procaine is injected fanwise 
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from a point just external to the haematoma. ~A little of 
the analgesic is also injected at the inner margin of the 
swelling. An ellipse of skin is excised, the clot shelled out, 
and a small “ eusol” dressing applied. Immediate relief of 
pain ensues. Further treatment consists of a daily bath 
and dressing. Often, however, no dressing is required after 
a day or two if the wound is small and well concealed. 
The exceptions to this treatment are those cases in which 
the haematoma is directly behind the anus and those with 
thrombosis deep to the corrugator cutis ani, the latter often 
being associated with thrombosed internal piles. In the 
former case the objection to excision is that the posteriorly 
situated wound tends to persist as a fissure. In both these 
instances palliative treatment is generally preferred. 

Conservative treatment with a long-acting local analgesic 
is not a good idea. If a haematoma becomes infected, 
abscess and fistula may result. There is no doubt that the 
use of long-acting oily analgesics is attended by a greater 
risk of infection, and they should therefore be avoided in 
these cases. 

Psychoses after Antimalarial Therapy 


Q.—/ have encountered cases of transient but acute 
mania following the treatment of malaria (in East Africa) 
with mepacrine and chloroquine. In both cases there was 
a history of some mental instability. Is this a recognized 
hazard with these drugs? 


A.—Acute mania following treatment with mepacrine is a 
recognized toxic effect of the drug. It is, however, much 
rarer than is sometimes assumed; in the majority of such 
cases there is a predisposition to mental breakdown, and in 
many the breakdown would probably have occurred whether 
mepacrine had been given or not. Mania may, of course, 
occur as part of the malarial illness, particularly in pre- 
disposed persons. 

Psychotic disturbances attributable to toxic effects of 
chloroquine have not been reported. 


Analysis of Cream 
Q.—What is the latest analysis of a fair sample of cream ? 


A.—The Food Standards (Cream) Order of 1951 governs 
the composition of cream and describes three varieties— 
namely, single, sterilized, and double or thick cream. The 
first of these must contain at least 18%, the second at least 
23%, and the third at least 48% by weight of milk fat. 

The actual average fat contents, as determined by the 
analysis of numerous samples bought in the open market 
in a representative English city during 1954, were: 24.4% 
for single cream or cream, 23.8% for sterilized cream, and 
51.1% for double or thick cream. For the year 1953 the 
average figures were almost identical with the above, and 
over both years the extreme percentages found were 18.6- 
30.1 for single, 23.0-26.0 for sterilized, and 46.9-60.2 for 
double cream. 


Stethoscope for the Deaf 


Q.—Are any special stethoscopes available for deaf doc- 
tors? Are they satisfactory, and where can they be obtained 
and tried ? 

A.—Various devices may be used for amplification of 
heart sound intensity. One such device is marketed by New 
Electronic Products Ltd., with a battery amplifier which may 
be carried in the pocket. It should be remembered that 
amplification will also exaggerate extraneous sounds, adjust- 
ment may be necessary for sounds of different pitches, and 
a good deal of relearning of listening technique may be 
needed. The sounds which come out of any amplifier are 
never quite the same as those which go in. 


Morphine and the Heart 
Q.—Can a therapeutic dose of morphine cause circulatory 
collapse in a person with a healthy circulatory system ? 
A.—There is no record of circulatory collapse due to 
morphine in the literature. This is true for people in health 


and in disease. Morphine has very little action on the heart 
and blood vessels. It causes some slowing of the heart rate, 
but not enough to result in any appreciable fall in blood 
pressure. 

Morphine slows respiration, and it is conceivable that a 
person who was highly susceptible to this action of morphine 
might have his respiration almost arrested by a therapeutic 
dose. This would result in anoxaemia and in some minutes 
would be followed by a fall in blood pressure. There are, 
however, no records of this having occurred. 


Cortisone not a Depressant 


Q.—Does cortisone exert a depressant effect on the sex 
glands while it is being given? If so, may a similar effect 
occur during the application of cortisone ointment ? 


A.—Cortisone usually improves the general health and 
promotes a feeling of well-being: the sexual drive, which 
may have been depressed before on account of the symp- 
toms of illness, usually becomes normal. There is no specific 
depressant effect in the usual dosage. It is not likely, there- 
fore, that cortisone ointment will exert any depressant effect. 


NOTES AND COMMENTS 


Transplantation of Teeth.—Dr. C. BowpLer Henry (London, 
W.1) writes: Your answer regarding the transplantation of teeth 
(“ Any Questions ? ” October 2, p. 821) is not entirely up to date, 
at least so far as homologous transplants are concerned. In the 
U.S.A. especially, and I believe also here, partially developed 
wisdom teeth have been transplanted into the socket of the first 
molar of the same patient, and I have transplanted a lower 
incisor, which could be spared, into the place of an upper central! 
incisor which had been extracted because of an abscess. This 
was in the case of a child of 84. The lower incisor in its new 
Position is, of course, too small for the space which has been 
left by the previous tooth, but the transplant is firm and healthy 
and will eventually carry a porcelain jacket crown matching the 
other central incisors. I have also transplanted the uncalcified 
follicle of a right mandibular third molar into an artificial 
socket in the space where the left second mandibular premolar 
was congenitally absent. This was shown in a casual communi- 
cation (as a preliminary note) at the meeting of the odonto- 
logical section of: the Royal Society of Medicine on January 
25 this year. The further development of this tooth will be re- 
ported in due course. Finally, I should like to draw your atten- 
tion to a paper which is in the current programme of this 
section: on February 28, 1955, at 5.30 p.m., “ Experimental 
Embryology of Teeth,” Mrs. Shirley Hughes (Anatomy School, 
Cambridge) will deal with this subject. 

Our Expert writes: Transplantation of teeth from one part 
of the jaw to another in the same patient is still in the experi- 
mental stage and further reports on the subsequent condition of 
teeth so treated will be awaited with interest. 


Refresher Course Books.—The first two volumes of collected 
articles from the Refresher Course for General Practitioners pub- 
lished in the Journal are now available The first volume 
contains 55 articles and the second 60. Each article has been 
revised by its author. Copies of both volumes may be obtained, 
price 25s. (postage 1s.) each, direct from the Publishing Manager, 
B.M.A. House, Tavistock Square, London, W.C.1, or from book- 
sellers. The second book of “ Any Questions?” is also ayail- 
able, price 7s. 6d. (postage 6d.). 





All communications with regard to editorial business should be addressed 
to THe EDITOR, British Mepicar Journat, B.M.A, House, Tavistock 
Square, Lonpon, W.C.1. TeLepHone: EUSTON 4499. TELEGRAMS: 
Aitiology, Westcent, London. ORIGINAL ARTICLES AND LETTERS 
forwarded for publication are understood to be offered to the British 
Medical Journal alone unless the contrary be stated. 

Authors desiring REPRINTS should communicate with the Publishing 
Manager, B.M.A. House, Tavistock Square, W.C.1, on receipt of proofs. 
Authors overseas should indicate on MSS. if reprints are required, as 
proofs are not sent abroad. 

ADVERTISEMENTS should be addressed to the Advertisement Manager, 
B.M.A. House, Tavistock Square, London, W.C.1 (hours 9 a.m. to 
5 p.m.).  TeLepHONE: EUSTON 4499. TELEGRAMS: Britmedads, 
Westcent, London. 

MEMBERS’ SUBSCRIPTIONS should be sent to the SECRETARY of 
the Association TELEPHONE: EUSTON 4499. TeLecrams: Medisecra, 
Westcent, London. 
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